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MEMO FROM 


THE MANAGING PUBLISHER 


One of the least pleasant duties of a publication staff 
is the necessary one of returning submitted manuscripts 
which, for one reason or another, are unsuitable for 
publication. Regardless of how sound and sincere the 
explanation given the author, that curious thing called 
human nature sometimes makes it sound like a personal 
affront to him. 

The ratio of rejected to accepted papers for GP is 
lower than for many other medical journals for the 
reason that most articles appearing in GP are written 
at the specific request of the medical editor. This is 
because GP has a definite policy covering length, style, 
and subject matter which sets it apart from its contem- 
poraries. Authors are not invited to “write a paper” 
for GP; they are invited to write on a specific subject 
in a definite manner. 

For example, during the course of a two-day meeting 
last month the Publication Committee adopted an “edi- 
torial budget” for future issues. The committee knows 
what subjects will be treated in original articles during 
the course of the year. Once the “budget” is made up, 
the editor and the committee select the best qualified 
author for each article. He is then invited to prepare 
the paper and given a deadline, sometimes many 
months away, for its completion. Meanwhile, the pro- 
duction editor takes up the question of art and illus- 
tration for the article with one or more professional 
artists. 

Still, GP is glad to receive unsolicited manuscripts. 
And many splendid contributions are received from 
Academy members and others each month. About four- 
teen out of fifteen unsolicited contributions fail to pass 
the rigid editorial standards of GP. Perhaps it dupli- 
cates an article already accepted and scheduled for 
publication. Perhaps it treats of a subject that would 
interest only a small portion of our total readers. Per- 
haps it presents some rather abstruse research topic 
possessing neither immediate nor practical clinical value; 
such papers would more logically enter the published 
literature through one of the more technical journals. 

Unfortunately GP can’t even publish all the excel- 
lent articles submitted to it. Such is the misfortune of 
most medical journals. But the editorial staff welcomes 
every contribution submitted to it. From these the 
editor will continue to select for publication those he 
thinks will be of the greatest interest and value to 
GP’s readers. The others he can only return with a 
note of thanks and explanation. —M.F.C. 
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The patient déscribes his depression 


“T have lost interest in everything—I have no ambition any more— 
everything seems futile—I feel frustrated and lonely— 

I can’t remember or concentrate—I am all slowed up.” 

Washburne, A.C.: Ann. Int. Med. 32:265, 1950. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. 
Its uniquely “smooth” antidepressant effect restores 

mental alertness and optimism, induces a feeling of energy 
and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine Sulfate 


*T.M. Reg. U.S. Pat. Off. 


the antidepressant of choice 


tablets 
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Editorials 


DeVotorized 


Dear Mr. DeVoro: It couldn’t have been our 
own Dr. Arthur Nottingham Jay whom you ad- 
dressed so churlishly from your Easy Chair in 
the January Harper's, could it? I know you live 
in Connecticut (when you aren’t floating down 
the wide Missouri), so I take it your open letter 
to your family doctor was some other Doctor Jay 
and not the Chairman of GP’s Publication Com- 
mittee, who lives in Indianapolis. 

Apparently you are fond of your good Doctor 
Jay. He suffers from your acidulous pen only 
because he is a member of the American Medi- 
cal Association, which you hate. This is not the 
first time you have summoned your superior 
literary talents to chastise what you persist in 
calling the doctor’s “trade association.” I remem- 
ber your piece about the last A.M.A. meeting in 
Atlantic City when you accused the profession 
of disregarding the public welfare and spending 
all its time in political caucuses and bars. I guess 
you spent your time there on the boardwalk and 
didn’t drop in on any of the earnest scientific 
sessions. 

What is it, Mr. DeVoto, that makes people 
like you respect doctors individually but despise 
them when they join together in an organiza- 
tion? What is so despicable about joining to- 
gether and disseminating information to support 
a principle that is simultaneously being attacked 
with floods of propaganda ground out by slick 
publicists whose salaries are paid from tax funds 
appropriated to the Federal Security Agency? 

Your considerable talents as a free lance jour- 
nalist have been employed many times to cham- 
pion freedom and to oppose charlatanry. Yet, when 
the A.M.A. uses the media of public informa- 
tion to present its views on a subject of tremen- 
dous importance to the American people and the 
medical profession, you call it “rabble rousing.” 
You are quite right in your contention that a 
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medical degree does not per se qualify a man 
as an expert in sociology, economics, or gov- 
ernment. But what makes you an _ expert, 
Mr. DeVoto? And why should you grow so 
truculent just because the doctors, through their 
parent national organization, take occasion to 
express their views and opinions? You call it 
“arrogant, insolent, and dishonest.” I just don’t 
get it, Mr. DeVoto. Is the same true of the 
bankers, the plumbers, and the auto workers— 
and the journalists? 

You say you are deducting twenty-five cents 
from Doctor Jay’s modest bill because you refuse 
to pay any part of his $25 dues to the A.M.A. 
CA neat bit of arithmetic, 1 might add.) You 
don’t like it because the A.M.A. has employed 
some experts in the technic of public informa- 
tion to express and disseminate the views of the 
profession. (Incidentally, Bernard, you stuck 
your typewriter in your mouth when you re- 
ferred to “Messrs. Whitaker & Baxter.” Next 
to the renowned Fleur Cowles of the late un- 
lamented Flair magazine, Leone Baxter is prob- 
ably the comeliest female in your noble calling.) 

You call this “proprietary advertising” and 
“propaganda.” Then, with complete disregard 
for honesty in semantics, you put the phrase 
socialized medicine in quotes and insist upon 
calling it “payroll deductions.” You know about 
taxes, don’t you, Mr. DeVoto? The administra- 
tion bills you refer to as requiring “some people 
to take out health insurance” would actually 
levy a tax on all the people. As in England, it 
would inevitably mean that all citizens would 
have to come under the system and all doctors 
would have to become agents of the state. You 
can't be expected to know all these things, Mr. 
DeVoto, but you shouldn’t indulge in such clap- 
trap until you do know. 

You accuse A.M.A. President Elmer Hender- 
son of a deliberate lie. Well, sir, you exhibit 
more than valorous stupidity when you say that 
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the A.M.A. “has fought hard against compre- 
hensive prepayment plans . . . It has tried to 
kill those that have succeeded.” You are saying 
what is not so. 

You are one of America’s most competent 
journalists, Mr. DeVoto; that’s why I’m sorry 
to see you begin to acquire the choleric acerbity 
that is Westbrook Pegler’s stock in trade. The 
A.M.A. has now been DeVotorized. 

I'd suggest that you go back to Doctor Jay 
and have a thorough check-up. I don’t think 
you are well. You have lost some of your splen- 
did sense of humor. 

By the way, you mustn’t expect Doctor Jay 
to agree with your statement that “the only 
places where American medicine can fully live 
up to its possibilities are the teaching hospitals.” 
This is just another illustration of the fact that 
you know a hell of a lot more about English 
composition that you do about medical care. 


Contrast Myelography 


EvERYONE interested in contrast myelography 
or the x-ray study of the spinal canal, cord tu- 
mors, and slipped discs could well read the Car- 
men Lecture given by John D. Camp and pub- 
lished in Radiology (54:477, 1950). This is a 
splendid article, which sums up the enormous 
experience of one man. He says that his expe- 
rience with the use of air in myelography has 
convinced him that it is not a procedure to be 
recommended for use by the casual or inexpe- 
rienced roentgenologist. By using this method in 
hundreds of cases, Camp and his colleagues 
have been able to develop an accuracy in the 
localization of lesions in the lumbar canal that 
closely approximates their accuracy when using 
pantopaque myelography. One great advantage, 
of course, in using air is that this does not leave 
any foreign material in the spinal canal, mate- 
rial which might later do harm to the spinal cord. 
Both lipiodol and pantopaque are oily media, 
and there is little choice between them so far as 
their immediate effect on the meninges. Lipio- 
dol is practically unabsorbable, and pantopaque 
is also so poorly absorbed that it is usually re- 
moved so far as possible, by aspiration at the end 
of the examination. Unfortunately in most cases, 
encysted collections of both substances can be 
demonstrated subsequent to myelography. 
Since pantopaque is less viscous and easier to 


remove it has become the medium of choice. 
However, Camp's experience indicates that the 
use of lipiodol has consistently given more ac- 
curate information than has the use of panto- 
paque or any other agent. It is the medium of 
choice in the search for lesions in the thoracic 
vertebral canal. Its low viscosity permits a com- 
plete filling of the subarachnoid space at any 
desired level. This is necessary if one is to recog- 
nize small nonobstructing or multiple lesions. 

Pantopaque is satisfactory for use in the lum- 
bar and cervical regions, but because of its 
fluidity it is hard to fill satisfactorily the verte- 
bral canal, unless large amounts, up to 10 or 20 
cc., are injected. Another difficulty is that this 
substance soon spreads out and is dissolved in 
the spinal fluid so that it is no longer opaque 
enough for satisfactory work. 

One of the essential points in this work is to 
fill adequately the subarachnoid space, especially 
if there is no complete obstruction somewhere 
which can be found easily. One difficulty often 
is to recognize multiple tumors. It is important 
that the roentgenologist consult with an able 
neurosurgeon. 

The use of Thorotrast has been given up be- 
cause of intense meningeal reactions. Abrodil 
also carries with it risks and disadvantages. 

This lecture is a beautiful example of what 
can happen when a man in a large institution 
is able to concentrate his work on chosen ma- 
terial, and thereby to see many, many cases of 
a particular type. He then is able to master some 
difficult technic. 


Radium for Adenoids 


IN A RECENT editorial we had occasion to note 
that at Johns Hopkins some of the nose and 
throat men have been enthusiastic over the re- 
sults of treating tonsils and adenoids with Mo- 
nel metal radium applicators. Now comes Ken- 
neth M. Day of the University of Pittsburgh, 
who in the May-June, 1950, issue of the Trans- 
actions of the American Academy of Ophthal- 
mology and Otolaryngology warns that radium 
applicators are now being used for the treatment 
of several conditions in which they have no 
value, and that their use “has definitely reached 
the racket level.” 

Doctor Day says that quite a few of his pa- 
tients have already been treated or have been 
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advised to be treated with the radiation, for 
deafness, ringing in the ears, head colds, chronic 
cough, or allergic conditions. Most of these per- 
sons had no excessive amount of adenoid tis- 
sue in the nasopharynx and Day was unable to 
see how they could possibly have been benefited 
from treatment with radium. 

Moreover, injuries due to the improper use of 
the applicators are already turning up among 
patients, and Day feels sure that there will be 
more reported in the next year or two. 

Obviously, radium should be used only by 
those who know when and how to use it, and 
know how to avoid the dangers inherent in its 
use. Day asked the doctors to first test the appli- 
cators on the skins of their own forearms. Some 
men who did try this for 10 minutes, got ulcera- 
tion with necrosis. That scared them. 


Academy Study Requirements 


THE REQUIREMENT of continued postgraduate 
study for membership in the American Academy 
of General Practice is a unique feature among 
medical organizations. The implications of such 
a requirement are obvious—better educated phy- 
sicians provide the public with better medical 
care. 

The Academy requires of members one hun- 
dred fifty hours of medical study every three 
years. Fifty of these hours must be for attend- 
ance at formally organized courses conducted or 
supervised by the teaching staff of a medical 
school or hospital approved for intern or resi- 
dent training. Because the program is specifically 
designed and carefully planned for the general 
practitioner, the Academy’s annual Scientific 
Assemblies also fall in this latter category. Mem- 
bers are, therefore, encouraged to participate in 
their local scientific meetings, but are also re- 
quired to attend organized courses of instruction. 

The charter members of the Academy and all 
others enrolled in 1947 completed their first 
three-year period at the end of 1950. It is a 
significant endorsement of the Academy's pro- 
gram that only 2 per cent of these members re- 
signed or were dropped from the rolls for fail- 
ure to meet the requirements. 

For the members living near medical schools 
and other large teaching centers, attendance at 
formal courses has not been difficult. For others 
located in remote rural areas this has worked a 
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real hardship—they have had to leave their prac- 
tices with ensuing financial loss, or have had to 
make complicated arrangements so that the peo- 
ple in isolated communities were not left with- 
out a physician. Such members are to be espe- 
cially commended for working out their own so- 
lutions and for their interest in the Academy's 
program of continued education. 

The Academy’s program has done much to 
stimulate greater interest in continued educa- 
tion. Medical school faculties, hospital staffs, and 
many medical organizations have co-operated 
at all levels in this project. The Academy's own 
state and local chapters have done exceptional 
jobs in the past year in organizing and sponsor- 
ing courses for general practitioners. 

The first three-year period is, of course, only 
a start in a long range program. There will be 
revisions and changes in the policies based upon 
experience in the future. While the extent of 
benefit to the public, through improved medical 
care from family physicians, is difficult to meas- 
ure, it is the public which is the real and ulti- 
mate beneficiary of the Academy’s program. 


Policing Your Organization 


At A TIME when the American Medical Asso- 
ciation is spending over a million dollars in a 
campaign to inform the public of the medical 
profession’s program for improved medical care 
to all the people, the Wisconsin Medical Jour- 
nal has published a guest editorial on medical 
societies’ failure to discipline or expel members 
who are practicing quackery. The guest edi- 
torialist is Norma Lee Browning of the Chicago 
Tribune staff, and her statements are based up- 
on a personal investigation of quack medical 
practice. 

The significant fact in this editorial is not that 
a doctor of medicine was utilizing devices for 
diagnosis and treatment which the American 
Medical Association denounced as worthless, 
but that when a member of the local and state 
medical society and a fellow in the A.M.A. was 
exposed as a quack, the local medical society was 
slow and reluctant to take action against the 
member. Since this exposé of medical quackery 
had been published earlier in the Chicago 
Tribune, which claims almost a million readers, 
it undoubtedly offset to a great extent the ac- 
ceptance of the A.M.A.’s own educational pro- 
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gram which was published later in the Tribune. 
The Wisconsin Medical Society is to be con- 
gratulated for bringing these facts before its 


members. 


Normal Blood Pressure 


Topay many physicians still cling to the old 
and erroneous idea that a man’s blood pressure 
should be about 100 plus his age. Many statis- 
tical studies have shown that this is not true. 
There are many old persons, some of them in 
their seventies and eighties, who still have a 
blood pressure of 120 or so. Some physicians 
become alarmed at encountering such pressures 
and tell the patient that he is suffering from 
hypotension. They would do much better to con- 
gratulate the man on his good fortune. 

There is still some doubt also as to what is the 
upper limit of normal pressure in young persons. 
Experience, however, has taught that a young 


person with a systolic blood pressure of over 
130 mm. of mercury will pretty surely develop 
a higher pressure later on. If he has a pressure 
of 140 mm., he will certainly have a higher 
pressure later on in life. 

Another difficulty is to tell what it means 
when a person, on coming into a doctor's office 
for examination, is found to have a blood pres- 
sure of, let us say, 150 or 160 mm. systolic which 
later, during the interview, drops to normal. 
Usually this means that the person has a ten- 
dency to hypertension, and if he or she is 
watched during the next ten or twenty years, 
it will usually be found that the blood pressure 
has gone up decidedly. 

Of course, as everyone knows, a high diastolic 
pressure is an indication of later trouble. When 
in doubt, a physician can try the cold pressor 
test. In this, one plunges the patient’s arms into 
ice water, and if the individual is a potential 
hypertensive, his pressure will shoot up. 


BY WINGATE M. 


JOHNSON, M.D., 


AtTrHoucu we have been witnessing for a num- 
ber of years what might be called the renas- 
cence of the general practitioner, there are still 
occasional specialists who look down their noses 
at him. Conversely, there are too many general 
practitioners who suffer from a chronic inferiority 
complex—a condition which might be overcome 
by an answer to one question. 

What are some of these assets of the general 
practitioner or family doctor? 

First of all, he has a goodly heritage. From the 
time of Plato the literature of all countries has 
paid tribute to the family doctor. From Luke, 
the “beloved physician” of the New Testament, 
to many writers today, we find the family doc- 
tor being honored. 

One of the most material and practical as- 
sets of the general practitioner is as much se- 
curity as anyone can expect to have. This se- 
curity applies, first of all, to his income. It is 
true that recent surveys show the average income 
of the specialist to be somewhat greater than that 
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of the general practitioner; but so are his over- 
head expenses. Far more important, the special- 
ist’s practice is more of a fair weather one and 
as has been said before, “In the dark days of 
depression that followed the last wave of pros- 
perity quite a number of medical men were 
forced to abandon their offices for the less digni- 
fied but more lucrative job of operating a taxi- 
cab or an elevator. So far as I know, none of 
these men were family doctors.” 

Another form of security possessed by the 
general practitioner is the stability of his prac- 
tice. A man can specialize in some particular 
branch of medicine, only to have his specialty 
vanish. Many years ago there were men who 
made a handsome living by doing nothing but 
giving transfusions. Nowadays this is done by 
hospital interns, medical students, and even 
by orderlies. There was a time when the treat- 
ment of syphilis was a source of much revenue. 
Now, with centers for rapid treatment in opera- 
tion all over the country, specialists in this field 
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are having to look for other work. Such examples 
litter the history of the practice of medicine. 

An asset which may also be somewhat of a 
liability is the enforced necessity of keeping up 
with medical progress along all lines. It is, of 
course, impossible to read more than a fraction 
of the books and magazines that pour from 
medical presses, but it is possible to keep fairly 
well abreast of the times by taking two or three 
medical journals and glancing through their 
contents. 

Likewise it is impossible to keep up with all 
the new laboratory technics that are used; but 
it is consoling to recall Francis W. Peabody's 
statement that “In spite of the great contribu- 
tions which the laboratory has made to clinical 
medicine there has been surprisingly little 
change in the character or number of the techni- 
cal methods which are essential for good prac- 
tice.” Every competent family doctor is capable 
of making the routine tests most often used and 
of most value in clinical practice. 

It often requires rigid self-discipline to make 
the effort necessary to keep up with modern 
medical methods; but it is a duty owed one’s 
patients. 

One of the most worthwhile assets of general 
practice is the ability it gives one to view ‘the 
patient as a whole, rather than as a segment. 
Years ago Dr. William MacNider used as the 
subject of his presidential address to the North 
Carolina State Medical Society, “The Balanced 
Mind in Medicine.” The ability to keep one’s 
mental balance in weighing the bits of evidence 
that go to make a diagnosis is one of the rewards 
that come as a result of long years spent in study- 
ing the patient as a whole. The same mental 
balance helps the general practitioner to estimate 
the influence of emotional stress on a patient. 

A friend of mine who had done general prac- 
tice for a number of years before specializing 
in eye, ear, nose, and throat work once confided 
to me that one of the things he disliked about 
being a specialist was having to make so many 
negative diagnoses; that it was much more satis- 
factory to say what was the matter with a pa- 
tient than to tell what was not the matter. 

A fifth asset of the family doctor is the tre- 
mendous influence he has. There is no doubt but 
that this is one of the most potent weapons our 
profession can use in its fight against compul- 
sory health insurance. Most people feel that they 
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can trust the advice of their doctors on political 
matters as well as in health matters. The abrupt 
halt in the trend toward government control of 
medicine has been due largely to the fact that 
people believe in their family doctors, and do not 
want to give up the intensely personal relation- 
ship that exists between doctor and patient. 

Perhaps the greatest asset of all is the privilege 
of belonging to one’s families. The family doctor 
is a sort of honorary member of the families 
that make up his practice. How many specialists 
know the thrill that comes of hearing one’s self 
called with mingled pride and affection, “My 
doctor”? How many specialists have babies 
named for them—excepting the juniors in their 
own families? The family doctor has what the 
late Wendell Wilkie called “a vast reservoir of 
good will,” which he can draw from as needed. 

Three times it has been my privilege to take 
part in occasions when whole communities did 
honor to beloved physicians. The spontaneous 
outpouring of the love and admiration of these 
communities was worth all the trials and tribu- 
lations that these three grand general _practi- 
tioners had endured. 

Finally, the family doctor has the great satis- 
faction of learning many things about medicine 
that are not in the textbooks—many minor but 
important details that a specialist may never 
come across in his restricted practice. This satis- 
faction is enhanced if the doctor communicates 
his hard earned knowledge to his medical breth- 
ren through one of the many medical journals 
whose columns are open to him. 

In a delightful little volume of letters called 
The Corner of Harley Street, a description of a 
British general practitioner (pre-National Health 
Insurance era) emphasized this asset of general 
practice and in so doing paid a well-deserved 
tribute to the highest type of family doctor: “He 
may not be able to excise a Gasserian ganglion, 
or know much about the researches of Calmette 
or von Pirquet, but he knows precisely when to 
call in the men who do... on the other hand, 
upon a hundred points—little everyday problems 
of medical practice, unclassified ailments that 
have never got into the textbooks or been dig- 
nified with a Latin name . . . there isn’t a man 
in Harley Street who could give a more valuable 
opinion ... 

Such men are not only the pillars of our pro- 
fession, but its topmost pinnacles.” 
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STRESS BLOOD CHANGES 


lymphopenia 
eosinopenia 


emotional fatigue polymorphonuclear 
burns leukocytosis 
infection 


trauma IMMUNITY MECHANIS 4 
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MENTAL AND PSYCHIC 


Cortisone 
from adrenal 


CORTISONE 
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A GT H 4g and Corlisone —MIRACLE THERAPY OR MEDICAL TOOL? 


BY J. DEWITT FOX, M.D. 
Washington, D. C. 


A definite link exists between the adrenal cortex and its hormones and 
the bodily response to disease and stress. ACTH and Cortisone are 
valuable as physiologic tools. They may eventually, but not in their 
present form, bring relief from the chronic and degenerative diseases. 


On Aprit 20, 1949, Dr. Philip S. Hench dimmed 
the lights at a staff meeting at the Mayo Clinic 
and started spinning a dramatic two-reel movie. 
So enthralled were newsmen with what they 
saw—apparent miracles performed by a new hor- 
mone, Compound E, synthesized by Dr. Edward 
C. Kendall, the Mayo biochemist, and admin- 
istered by Doctor Hench to rheumatoid arthritis 
patients—that they rushed out to make headlines. 
And this compound, now called Cortisone, and 
its companion hormone, ACTH (adrenocortico- 
tropic hormone), have been making medical 
news ever since. They have been tried, with or 
without effect, on the entire spectrum of dis- 
ease. In rheumatoid arthritis, which claims 
7,000,000 victims in the U. S. alone, and in 
rheumatic fever, the No. 1 killer of children be- 
tween the ages of 5 and 19, they offered the 
greatest hope. But, like the other overrated and 
overpublicized treatments of disease, these hor- 
mones were still experimental, and available in 
limited quantities. 


Now, after more than a year of extensive in- 
vestigation, what are the facts? How much ac- 
tual clinical value will they be to the physician 
and his patient? After the noise has subsided, 
shall we really have a miracle drug such as peni- 
cillin, or will ACTH and Cortisone fall into the 
narrow field of other hormones, having limited 
and specific uses? Do these drugs offer a panacea 
for all man’s ills, including degenerative diseases 
of old age? Or are they simply “physiologic 
tools” for better understanding how the body 
works and what its reaction is to stress and 
disease? 

In an editorial in the Oklahoma State Medical 
Journal last July the medical miracles were looked 
at askance by some astute endocrinologists, one 
of whom said, “How puzzling this new therapy 
which helps everything and cures nothing.” 
Whereas, another said at the council of the As- 
sociation of American Physicians at Atlantic 
City, “Judging from the papers presented, the 
sun of enthusiasm over Cortisone and ACTH 
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definitely is beginning to sink so far as its use 
as a remedial drug is concerned, and the twi- 
light of uncertainty is commencing.” And the 
editor continues, “No doubt much research and 
good will come out of this uncertainty. In the 
meantime, physicians should make sure no harm 
is done with this uncertain therapy.” 

And Hench himself says, “. . . We have no 
real idea as to how these substances work. That 
is certainly correct to date. How these hormones 
work is, so far, to use a Churchillian phrase, ‘a 
riddle wrapped in a mystery inside an enigma.’ 
Nevertheless, . . . new concepts are being de- 
veloped not only in the spheres of clinical physi- 
ology and medicine but also in those of clinical 
pathology and even of immunology. . . . 

“Much remains to be learned about ACTH 
and Cortisone, about their mode of action, the 
optimal method for their administration, and 
the prevention or control of undesirable side ef- 
fects. As a result of intensive studies thereon, 
side effects are now assuming their proper posi- 
tion as features for which physicians must show 
respect but not fear.” z 

In times past, as each new hormone made its 
appearance, it was hailed as a “key to health,” 
the answer to man’s problems of disease and 
aging. ACTH and Cortisone have been no ex- 
ception. But certainly, if any gland comes the 
nearest to this goal, it is the adrenal cortex. The 
pituitary gland may be the orchestra leader of the 
whole endocrine system, but the adrenal, as one 
biochemist has said, “is the heart,” and equally 
indispensable to the endocrine system as the 
heart to the circulatory system. 


The Adrenal Cortex in Disease and Stress 


An understanding of adrenal physiology is es- 
sential to every physician if he is to rightly eval- 
uate and judiciously use these new hormones. 
For the adrenal cortex is deeply enmeshed in 
basic metabolic activities; it is directly under the 
influence of ACTH. Out of the extensive hor- 
mone research made by Hans Selye, director of 
experimental biology at the University of Mon- 
treal, on the adaptation syndrome, has come a 
better understanding of the primary role of the 
adrenal cortex—not only in combatting disease 
but also in adapting the body to stress of envir- 
onmental change—so important in this age of 
nervous tension and “eternal emergency.” 


As early as 1939, Selye, then on the staff of 
McGill University, began experiments to estab- 
lish the link between the adrenal cortex and 
disease. Injecting rats with various drugs and ex- 
tracts, and exposing others to various stresses— 
fasting, excessive exercise, exposure to freezing 
or high temperatures—no matter what the injec- 
tion or the stress and strain, he invariably found 
enlarged and swollen adrenals, an atrophic 
thymus, and bleeding stomach ulcers in the sacri- 
ficed animals. This common response to severe 
stress Selye labeled the “alarm reaction.” He 
later found that it was divided into two phases, 
a “shock phase” and a “countershock phase.” 

During the shock phase of the alarm reaction, 
blood sugar and sodium drop. There is a lymph- 
ocytosis and hypotension. In countershock, com- 
ing on a few hours later, blood sugar and sodium 
rise above normal, and lymphopenia and hyper- 
tension follow. The enlarged adrenals, atrophic 
thymus, and gastric erosions occur during this 
phase. 

Now Selye wanted to see what would happen 
to his animals if exposed to less intensive but 
more prolonged stress. In this experiment, the 
animals survived the countershock stage. After 
learning to live under the stress, they began to 
revert to normal. This Selye termed the “stage 
of resistance.” If, however, stress continued, ul- 
timate collapse and exhaustion occurred. 

If an animal adapting to one stress was sub- 
jected to another, it promptly collapsed and died. 
Evidently this outcome was due to a low adrenal 
reserve, which was completely exhausted by the 
added stress. One of Selye’s most important dis- 
coveries was this: The animals, though appar- 
ently normal, actually showed marked pathologic 
changes in the vital organs, changes resembling 
hardening of the arteries in humans. This may 
throw additional light on the causes of sudden 
death in persons who appear to be in good health 
but may be harboring a low adrenal cortical re- 
serve or marked pathologic changes in vital or- 
gans—heart, brain, liver, kidneys. 

Out of all this has emerged the “adaptation 
syndrome,” and these important facts: 

1. The adrenal cortex is the central storehouse 
of adaptation energy. 

2. Adrenal energy can be spent but once. 

3. Life ends when adrenal resources are fi- 
nally exhausted. 

4. A person may appear to be in good general 
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health yet have a low adrenal cortical reserve. 

5. The adjustment to stress may itself produce 
“diseases of adaptation’—hypertension, peptic 
ulcers, coronary thrombosis—that shorten life. 

Now, how do ACTH and Cortisone fit into 
the picture of stress? Under a stress condition, 
the brain, sending impulses to the pituitary, 
stimulates ACTH production. ACTH liberated 
into the blood stream is carried to the adrenal 
cortex. Here it produces Cortisone, the powerful 
stimulating hormone, with many and varied re- 
actions on the circulating blood stream, the im- 
munity mechanisms, and the endocrine system 
in general. 

During infection, it is the adrenal cortex 
which is called upon to stimulate every bodily 
defense to combat the invading organisms. It 
mobilizes increased leukocytes, steps up metab- 
olism, producing hyperpyrexia, speeds the circu- 
lation of the blood through more rafid heart 
action and increased cardiac output. If this re- 
sponse is adequate, the patient quickly combats 
infection and recovers. 

So in reality we simply have a new vocabu- 
lary. What we formerly called bodily resistance 
we now term adrenal cortical reserve. Physiol- 
ogists have at last put their finger on the endo- 
crine gland responsible for immune responses 
and bodily resistance—the adrenal cortex. 

On the other hand, if the adrenal cortical re- 
serve is low or nonreactive to the stimulus of 
infection,,a low-grade or protracted chronic in- 
fection may result. It is the patient with the 
sluggish or temporarily retarded adrenal cortex 
who is subject to chronic ills—rheumatoid ar- 
thritis, rheumatic fever, allergies. And it is be- 
cause of this that the substitution therapy of 
added Cortisone may bring remarkable relief 
of symptoms. ACTH may “awaken” a sluggish 
adrenal cortex by the added “kick” needed to 
start adrenal cortical flow of Cortisone once more. 

However, should adrenal cortical reserves drop 
dangerously near the exhaustion point, and 
ACTH be given by injection, it may cause the 
gland to give up its last stores, and actually pre- 
cipitate disaster. Likewise, when Cortisone is 
given, it inhibits ACTH secretion by the pitui- 
tary, and may upset the normal pituitary-adrenal 
balance. In a case such as this, rather than cor- 
recting- a bodily defect or disease, the adminis- 
tration of Cortisone may completely upset the 
normal endocrine function. 
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ACTH and Cortisone as “‘Physiologic Tools” 


At present, experienced investigators agree that 
the greatest usefulness of these hormones lies in 
their value as “physiologic tools” rather than in 
the field of everyday medical practice. According 
to Hench, “Until more data are at hand Corti- 
sone and ACTH are being used at the Clinic, 
not as established forms of treatment, but as 
useful new tools for the clinical investigation of 
a group of diseases which has heretofore been 
peculiarly resistant to inquiry.” 

These hormones may prove extremely help- 
ful in pulling acutely ill patients through crises, 
and offer hope in rheumatic fever. But it is un- 
fortunate that in the chronic diseases and de- 
generative processes, where they bring dramatic 
and prompt symptomatic relief, they are likely to 
be impractical. For the side effects are so unde- 
sirable and unavoidable that prolonged use of 
ACTH or Cortisone is unsafe. What is more, no 
lasting remissions of chronic ailments, including 
rheumatoid arthritis, have been achieved without 
the side effects of hyperadrenalism—moon-shaped 
facial swelling, hirsutism in the female, decalci- 
fication of the bones, hypertension, and impaired 
wound healing (Cushing syndrome). After more 
prolonged administration, even psychotic person- 
ality changes of a manic or schizoid nature may 
appear. 

J. S. L. Browne, professor of medicine at Mc- 
Gill University and a former associate of Selye’s, 
feels that ACTH and Cortisone melt symptoms 
as an iceberg is melted by hot winds—but as 
soon as normal conditions are resumed, the ice- 
berg freezes again. Likewise symptoms return 
when the hormones are withdrawn. Actually, 
the underlying disease is not cured and often is 
little affected. And Randall G. Sprague, in sum- 
marizing the experience with ACTH and Cor- 
tisone at the Mayo Clinic, said, “. . . It is now 
apparent that the diseases which are favorably 
modified by Cortisone and ACTH are not cured 
by them.” 

Gregory Pincus and Hudson Hoagland, work- 
ing at the Worcester Foundation for Experi- 
mental Biology, tested subjects against the vari- 
ous stresses of everyday life—physical work, tem- 
perature change, frustration, and petty annoy- 
ances. They found that in normal persons a 
sharp rise in cortical output was produced by 
such stresses. 
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In the schizophrenic patient, however, almost 
no rise in cortical activity was noted. Now it 
appears that adrenal cortical disturbance, with 
cortical hypertrophy, may be linked with cer- 
tain neuroses. And it has been found that 
agenesis of the adrenal cortex is a part of the con- 
genital idiocy syndrome. The adrenals are sus- 
pected of playing a role in certain forms of in- 
sanity, e.g., schizophrenia. But to try to treat the 
schizophrenic patient, who has an unresponsive 
adrenal gland, with ACTH or adrenal corticoids, 
as advocated by some uninformed observers, is 
as futile as trying to flog a dead mule into pull- 
ing a load. His adrenal cortex just will not re- 
spond to such stimulation. 

Roche, Thorn, and Hills, using these hor- 
mones as physiologic tools, have added to our 
knowledge of a surgical patient’s adrenal cortical 
reserve. In this case ACTH may have prognostic 
value, determining a patient’s ability to with- 
stand surgery. A single injection of ACTH given 
preoperatively and followed by a check of cir- 
culating eosinophils, will give the surgeon valu- 
able information about adrenal cortical reserve. 
If the normal response follows—complete disap- 
pearance of circulating eosinophils—the patient's 
reserve is good. His chances of survival under 
the stress of operation are favorable. If eosin- 
openia or even eosinophilia occurs, adrenocortical 
reserves are assumed to be low. Added adrenal 
cortical extract may be needed during and after 
surgery to tide the patient through this stress 
period. Here again, as a “physiologic tool,” 
ACTH is very valuable. 


Physiologic Effects of ACTH and Cortisone 


Blood changes: A lymphopenia, an eosinopenia, 
usually occurs, along with a polymorphonuclear 
leukocytosis and a lowered erythrocyte sedimen- 
tation rate. 

Lymphatics: A lympholysis of thymicolym- 
phatic tissue. 

Immunity mechanisms stimulated: Reticulo- 
endothelial system—increased phagocytosis, anti- 
body formation, and lowered sedimentation rate. 

Liver: Increased gluconeogenesis (transforma- 
tion of nonsugars into glucose). Increase in liver 
glycogen and, in turn, a hyperglycemia. And a 
glycosuria. - - 

Fibrous tissue changes: Inhibition of excessive 
proliferative changes of fibrous tissue, and forma- 


tion of intercellular protein deposits; e.g., hyal- 
inosis, collagen disease, allergies. 

Endocrine system: ACTH administration de- 
presses normal ACTH secretion from the pitui- 
tary. It causes adrenal cortical hypertrophy, and 
stimulates the adrenal secretion, or Cortisone. 
Cortisone administration depresses ACTH secre- 
tion by the pituitary, causes adrenal cortical atro- 
phy (reversible), and depresses adrenal cortical 
secretions. 

Urinary findings: Increased glycosuria and an 
increased excretion of uric acid. There may be a 
drop in 17-ketosteroids because of a depression 
of steriod production by the adrenal cortices. 

Blood chemistry: Serum potassium levels often 
fall, and sodium retention follows. There is a 
hyperglycemia and insulin resistance on the part 
of the patient. 

Mental and psychic effects: An exaggerated 
sense of well-being and euphoria usually follows 
the administration of the drug. Restlessness and 
insomnia and, in rare instances, latent mental 
derangement may be intensified to full-blown 
psychoses. 


Precautions in Therapy 
Cortisone therapy should be undertaken with 


extreme caution. The undesirable hormonal ef- 
fects of Cortisone may become pronounced in 
certain patients. 

Psychic Changes. The average patient receiv- 
ing Cortisone or ACTH has an exaggerated 
sense of well-being and euphoria. And infre- 
quently the manic state may even be produced. 
On the other hand, mental depression has been 
reported. In a pre- or latent mental derangement, 
ACTH and Cortisone tend to intensify or pre- 
cipitate the mental symptoms. The premonitory 
signs and symptoms of psychotic reactions are 
pronounced swings of mood, insomnia, mental 
and personal changes. If the drug is promptly 
stopped, mental changes do not persist. In se- 
lecting patients, a careful psychotic survey of 
personal and family history should be made and 
the drug withheld if an unstable background is 
elicited. 

Water Retention. The adrenals are vitally con- 
cerned in water balance. Cortisone administra- 
tion tends to cause water and sodium retention. 
To avoid edema, sodium chloride intake should 
be reduced to one gram daily for adults, and 
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scaled down for children according to age. 

Potassium Depletion. Cortisone in high dosage 
may cause increased urinary excretion of potas- 
sium, and produce a metabolic alkalosis. This is 
evidenced by weakness, hypotension, depression 
of T waves, S-T segment, and S-T junction on 
the electrocardiogram. Increased CO, combining 
power and depletion of chloride are also indica- 
tions of potassium deficiency. In the presence of 
any of these changes, Cortisone should be re- 
duced or potassium administered simultaneously. 

Hyperglycemia. In known diabetic patients re- 
ceiving Cortisone, increased blood sugar and im- 
paired glucose tolerance have been observed. In 
diabetes mellitus patients, insulin requirements 
are often increased. But after discontinuance of 
the drug, the insulin requirements revert to their 
usual levels. 


Uses of ACTH and Cortisone 


In the light of a general adaptation syndrome, 
it is becoming apparent that nonspecific therapy 
—fever therapy, shock therapy, parenteral ad- 
ministration of foreign proteins, blood letting, 
and even starvation—are effective largely because 
of their stimulation of ACTH and Cortisone 
production in the body. It is now hoped by 
Selye that in such diseases, treated by a nonspe- 
cific therapy, it may be possible in the future to 
inject ACTH or Cortisone in place of the less 
specific therapy. 

However, in some diseases, nonspecific ther- 
apy is effective where ACTH or Cortisone have 
failed, e.g., mental patients respond to shock 
therapy better than to ACTH. 

Hormone effects on the body are usually gen- 
eral in nature, i.e., increased immunity (leuko- 
cytosis, lowered sedimentation rate, and increased 


ACTH and Cortisone have been tried in the following diseases and it has been found that they— 


ARE OF SOME VALUE IN— 

Agranulocytosis 

Alcoholism (?) 

Allergies, various (in addition to those 
specifically mentioned here) 

Allergic rhinitis 

Asthma 

Atopic dermatitis 

Blepharitis 

Choroideremia 

Choroiditis 

Conjunctivitis vernalis 

Dermatomyositis 

Drug sensitization 

Eczema 

Exfoliative dermatitis 

Erythema multiforme 

Fevers (apparently irrespective of eti- 
ology, though probably normaliza- 
tion of the temperature is not al- 
ways an advantage) 

Gouty arthritis 

Hay fever 

Hemolytic anemias of various kinds 

Herpes zoster 

Hodgkin‘s disease 

Idiopathic hypoglycemia 

Iritis 

lridocyclitis 

Keratitis 

leukemias (various) 

Loeffler’s syndrome 

Lupus erythematosus disseminatus 

Lymphosarcoma 

Nasal polyps 
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Nephrosis 

Neurodermatitis 

Ophthalmologic conditions (especially 
those characterized by allergic and 
inflammatory manifestations) 

Periarteritis nodosa 

Pneumonia (pneumococcus, “primary 
atypical’) 

Psoriasis 

Retinitis (centralis, pigmentosa) 

Retrobulbar neuritis 

Rheumatic fever 

Rheumatoid arthritis and spondylitis 

Serum sickness 

Tuberculosis of the larynx 

Ulcerative colitis 

Urticarias (various) 

Uveitis 

Vasomotor rhinitis 


MAY BE VALUABLE IN— 

Boeck’s sarcoid 

Glaucoma 

Hepatitis 

Hypertension 

Hyperthyroidism (especially in normal- 
izing the BMR and reducing the ex- 
ophthalmos) 

Keloids 

Liver cirrhosis 

Myasthenia gravis 

Nephritis (especially if due to allergy) 

Pemphigus 

Scleroderma 

Thromboangiitis obliterans (Buerger) 


ARE OF NO VALUE IN— 
Amyotrophic lateral sclerosis 
Carcinomas of most types 
Congestive heart failure 
Diabetes mellitus — 

Multiple myeloma 
Poliomyelitis 


MAY PRODUCE HARMFUL 
EFFECTS IN— 

Acne vulgaris 

Congestive heart failure 
Cushing’s syndrome 
Diabetes mellitus 
Hypertensive disease of certain types 
Nephritis of certain types 
Osteoporosis 

Peritonitis 

Septicemia 

Wound healing 


UNDER CERTAIN CONDITIONS 

MAY ACTUALLY PRODUCE— 

Acute pulmonary edema 

Ascites 

Marked decrease in resistance to 
infections 

Obscuring of the criteria of disease 
(e.g., fever and abdominal rigidity 
in peritonitis, the hematologic mani- 
festations of systemic diseases, the 
acceleration of the pulse in acute in- 
fections, etc.) 
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antibody formation), increased pulse rate, eleva- 
tion of blood pressure, increased cardiac output, 
and often generalized contraction of smooth 
muscle. 

On the other hand, sympathetic nerve im- 
pulses may produce local responses. Certain tar- 
get organs may bear the brunt of localized vaso- 
constriction, such as hands and feet, face, or 
stomach. Here a hormone producing a general- 
ized reaction is not indicated, but rather some- 
thing that will reverse the local vasoconstric- 
tion. And in this case, hydrotherapy comes into 
its own, for the use of localized heat in the form 
of hot packs, diathermy, or other physical meas- 
ures reverses the local process and cushions the 
effects of stress on the particular target organ. 
Out of this research we are finding new reasons 
for using hydrotherapy, electrotherapy, and 
other physical measures for reversing localized 
processes. 


Conclusion 


Every doctor of medicine stands to benefit by 
the new “physiologic tools,” ACTH and Corti- 
sone. Through the discoveries they have been in- 
strumental in uncovering, they increase the 
health of the doctor himself as well as that of 
his patients. Out of this study, every doctor 
should take the lesson and protect his own adren- 


al glands from being bombarded by too much 
stress. The benefit he can give his patients in a 
better understanding of adrenal function is 
bound to add protection to their lives. He should 
impress them with the importance of avoiding 
stress where possible. A life of continual stress 
means the patient must face up to lowered im- 
munity, eventual nervous exhaustion when 
adrenal reserves give out, and a short life. 
Finally, should ACTH and Cortisone become 
available without undesirable side effects, the 
physician will truly have a clinical weapon 
against many of the unconquered and chronic 
degenerative diseases. And it looks now from the 
work of Boland and Headley that by a reduc- 
tion of dosage some of the undesirable side ef- 
fects of these hormones may be avoided, and 
their field of usefulness become widened. Until 
that day arrives, however, ACTH and Cortisone 
must remain in the category of exceedingly valu- 
able “physiologic tools.” The secret of success- 
ful aging and comfortable longevity may lie 


more in conserving one’s own adrenal stores by 


not overacting to the stresses of life than it does 
in the possibility of added injections of ACTH 
and Cortisone. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


The Present Status of... 


In tHE London Lancet for April, 1950, Dr. 
Ramona L. Todd discussed the present status of 
the use of BCG vaccine which is now popular in 
parts of Europe, and she concluded that as yet 
American authorities are not willing to accept 
the European point of view. She says the theory 
that a positive tuberculin reaction predisposes 
to reinfection is not compatible with the theory 
back of the use of BCG vaccination. Only the 
theory that the development of a positive tuber- 
culin reaction indicates some degree of resistance 
to reinfection would explain the belief that BCG 
vaccination is worth giving in order to gain in- 
creased resistance. 

One difficulty with widespread vaccination 


with BCG is that it tends to wipe out the diag- 
nostic value of the tuberculin reaction. As Todd 
says, a number of bacteriologic and immunologic 
problems remain to be solved before many of the 
questions regarding BCG vaccination can be 
answered. 

The Trudeau Society considered that BCG 
properly prepared and administered is harmless, 
but they believed that further studies will have 
to be made before we can know whether it 
causes much protection against tuberculosis. 

According to Drs. R. J. Anderson and C. E. 
Palmer of the U. S. Public Health Service, 
writing recently, mass vaccinations with BCG are 
not warranted at the present time. 
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BY PAUL C SAMSON 


Oakland, California 


Pain and derangements of the cardiorespiratory system are the most frequent 


causes of shock in patients with severe thoracic injuries. Intercostal 


nerve block best controls pain. Pathologic physical states leading to 


cardiorespiratory imbalance often resu!t in varying degrees of anoxia. 


THE EXPERIENCES of many physicians during 
World War II have been correlated to standard- 
ize the treatment of thoracic trauma in civil and 
industrial practice. In this, and in a second sec- 
tion of this paper to be published in GP next 
month, an outline of therapy which I have found 
valuable will be presented. Correction of physio- 
logic derangements has been stressed without 
specific attention to individual visceral injury. 

Thoracic trauma may result in slight, or severe 
disability. Immediate or early thoracotomy is 
rarely indicated. The few specific indications 
will be elaborated upon in the second section of 
this paper. 

Most patients with appreciable thoracic injury 
have some degree of clinical shock: a falling 
blood pressure; rising pulse rate; rapid, shallow 
respirations; sweating; pallor; or cyanosis. In most 
thoracic casualties disturbances of normal car- 
diorespiratory physiology, and pain, are the chief 
offenders in perpetuating “shock”; hemorrhage 


usually is of secondary importance. 


The initial examination must be thorough. 
Adequate portable roentgen studies are not al- 
ways available and the patient may be too ill 
to be moved. The reasons for severe shock will 
be obvious from careful inspection; proper resus- 
citative measures should be undertaken at once 
without delaying for a radiologic report. I can- 
not condone the practice of ordering an opiate, 
“stat and p.r.n.” and awaiting results. 

The percussion note may be normally reson- 
ant, dull (fluid), or tympanitic (pneumothorax). 
Shift of the trachea and of cardiac dullness to 
the opposite side suggests pressure pneumo- 
thorax; to the same side, atelectasis. The breath 
sounds may be absent (fluid or air), tubular 
(small amount of fluid with partial compression 
of lung), or shifting tubular on cough (atelec- 
tasis). Fine rales suggest congestion, contusion, 
or aspiration. Coarse rales and oral rhonchi may 
be associated with excessive fluids in the tracheo- 
bronchial tree. A precordial crunch or click syn- 
chronous with heart beat indicates mediastinal 
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emphysema; peristaltic sounds may be heard in 
the left chest which raises the suspicion of dia- 
phragmatic rupture. Cardiac auscultation may re- 
veal irregularities of rhythm, gallop beat, etc. 
These findings suggest myocardial contusion 
and should be supported by electrocardiographic 
tracings. The patient should then be treated as 
though he had a coronary occlusion. 

The chest should be examined at least once 
daily. Then there can be none of the surprise 
and embarrassment associated with the “sudden” 


and it may be valuable for medico-legal reasons. 

As soon as resuscitative therapy is started, it 
is well to give prophylactic doses of antibiotics. 
There is considerable merit in preventing infec- 
tion in hematomas, hemothoraces, congested 
lungs, and the like. Penicillin in a single dose of 
from 300,000 to 600,000 units a day will suffice. 

Actual resuscitation will be discussed under 
(1) relief of thoracic wall pain; (2) correction of 
impaired cardiorespiratory physiology; (3) res- 
toration of fluid balance. 


Figure 1. Technic of regional intercostal nerve block. Individual wheals are raised 


over the center of the ribs as they are palpated at the edge of the erector spinae 
muscle. Insert shows the point of the needle being angled so that it will just clear the 
inferior margin of the rib. By this maneuver there is little chance of tr ting an 


intercostal vessel. 


appearance of serious disability which may have 
resulted from slowly developing changes. This 
is particularly true of massive hemothorax and 
pressure pneumothorax. 

When available, the value of adequate roent- 
gen examinations cannot be minimized. All films 
should be taken with the patient sitting up, 
if possible, and they should be repeated fre- 
quently. There is no good reason, however, 
for extensive roentgen survey of the entire skel- 
etal system when a patient is first admitted. 
Regions demanding early attention can be found 
on physical examination and only these x-rayed 
initially. Before the patient leaves the hospital, 
however, an extensive survey may be of great 
value from the standpoint of eventual treatment 


Relief of Pain 


Thoracic pain is important in perpetuating 
shock. Severe pain may accompany apparently 
minor injuries and be caused by contusions, 
hematomas, subperiosteal bleeding, or fractured 
ribs. At the first examination, the area of pain 
and tenderness should be determined by careful 
palpation. If pain is at all disabling in degree or 
extent, anesthetic block of the intercostal nerves 
should be employed at once. 

Routinely, a regional type of block has been 
used in preference to local infiltration at the in- 
jured site. The former seems more efficient and 
lasts longer. In performing regional intercostal 
block, the patient is placed in the lateral recum- 
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bent position with the injured side uppermost 
and the scapula drawn well forward. The ribs 
are palpated at the edge of the erector spinae 
muscle. After the area of pain has been outlined, 
enough nerves are injected to include at least 
two nerves above and two below the painful 
area. By means of a fine needle a series of skin 
wheals is produced over the center of each rib, 

' the needle is advanced to the periosteum, and a 
small amount of | per cent procaine is injected 
(see Fig. 1). A longer, short bevel needle is 
then substituted (22-gauge—1¥%2-inch). With the 
bevel directed cephalad, the needle is advanced 
through the wheal to the posterior surface of the 
rib and by gentle probing while tipping the 
point caudad, the end is slipped past the inferior 
margin of the same rib and advanced 3 mm. 
The plunger is slightly withdrawn although 
intercostal vessels are practically never traversed 
by this technic. From 5 to 10 cc. of procaine 
is then injected near each nerve. The relief 
from pain may be dramatic and often takes 
place before the injections have been completed. 
Nerve blocks may be repeated as often as nec- 
essary, but frequently the pain-relieving effects 
of a successful block will last for twenty-four 
hours and only one injection may be needed 
for permanent benefit. 

Adhesive strapping has been completely dis- 
carded as a treatment for severe thoracic pain. 
It can never completely immobilize fractured 
ribs and is frequently ineffective in controlling 
pain. Many patients bitterly complain of addi- 
tional discomfort. Of more importance, adhesive 
strapping is essentially unphysiologic in that it 
limits respiratory excursion and interferes with 
the efficiency of cough, thus favoring the reten- 
tion of secretions in the tracheobronchial tree. 
Adhesive strapping is now used only for stabili- 
zation of flail chest and of comminuted frac- 
tures of the sternum. 


Cardiorespiratory Imbalance 


Anoxia frequently results from impaired thor- 
acic function and varies greatly in degree. Severe 
anoxia may be manifested by extreme restless- 
ness, apprehension, sustained rapid pulse, and 
dyspnea. Cyanosis is a late sign and treatment 
should be started before this appears. Narcotics 
result in respiratory depression and increased 
anoxia and are, therefore, contraindicated as rou- 
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tine medication. When necessary, they should 
be given intravenously so that the effect can be 
seen at once (maximum dosage 8 mg. of mor- 
phine). Oxygen by nasal catheter should be 
started immediately at 8 liters per minute for 
temporary support while other causes of anoxia 
can be sought and corrected. There should 
be no delay in starting oxygen for on several 
occasions I have observed a manic stage of rest- 
lessness as the immediate precursor of death. 

The following measures are designed to cor- 
rect abnormal physiology as it affects the thor- 
acic wall, lungs, heart, and mediastinum. 


Impairment of Thoracic Wall 


Of most concern in closed injuries is the con- 
dition when ribs are fractured both anteriorly 
and posteriorly leading to “flail” segments of the 
thoracic wall. There is paradoxical respiration; 
i.e., depression of the segments during inspira- 
tion. Small areas of flail chest will be con- 
trolled by the quieting of respiration follow- 
ing nerve block. Greater areas of flail chest 
may be supported by positioning of the pa- 
tient, using sand bags, or adhesive strapping. 
When adhesive strapping is necessary, we pre- 
fer three inch widths of elastic adhesive. Regu- 
lar adhesive can be used, however. This is ap- 
plied three inches past the midline both anter- 
iorly and posteriorly with the circular strips over- 
lapping. It must be applied during forced expira- 
tion and in sufficient vertical length to cover the 
flail area. When elastic adhesive is used, the 
ends must be secured by vertical strips of regu- 
lar adhesive. 

Rarely, anterior costochondral fractures on 
one or both sides will be of such severity and 
extent that paradoxical respirations will continue 
in spite of extensive strapping. There are two 
methods available for dealing with this: the 
respirator may be used if the patient will co-oper- 
ate; otherwise the sternum must be elevated by 
fixation with towel clips on the cartilages or ster- 
num which are then attached to proper over- 
head traction and weights. 

Fractures of the sternum usually cause little 
immediate concern. For pain, local infiltration 
with procaine at the fractured site will be of 
benefit. For paradoxical motion, strapping may 
be used but this should be applied circumferen- 
tially at the site of fracture with the pull com- 
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Figure 2. This 65-year-old man suffered a “steering-wheel” injury of the right chest. There were multiple an- 


terolateral rib fractures and severe traumatic wet lung. During the first two days large amounts of opiates 
were used ill-advisedly and unsuccessfully for the control of pain. The nurse’s notes copied chronologically 
from the chart revealed progressive deterioration in the patient's condition: “Breathing difficult—cannot cough; 


hensive—gurgling respirations.” At 8 p.m. second 


intermittent cy is—severe pain in chest; 


appr 


day, regional intercostal nerve block. Following this the patient raised more than 3 oz. of tenacious pus 


ing from behind. The patient lies on the ad- 
hesive, and in deep expiration the strip is pulled 
over the sternum and secured. If there is a de- 


pression it should be filled with a soft pad. 


Traumatic Wet Lung 


Trauma to the lung results in pulmonary con- 
tusion, hemorrhage, localized pulmonary edema, 
and probably increased secretion from the bron- 
chial mucous glands. Such excessive secretions 
and blood within the lung must be taken care 
of either by evacuation through the bronchial 
tree or by absorption. When these secretions 
flood the bronchial tree in large amounts, the 


streaked with blood and his condition rapidly improved. Recovery was complete. 


patient at times is unable to expectorate them as 
fast as they flow into the bronchi and the re- 
sulting picture is called the traumatic wet lung 
syndrome. Wet lung is a frequent complication 
of thoracic trauma and has occurred as a serious 
complication even after apparently minor in- 
juries. The complication may be serious and, 
when unrecognized, has been directly respon- 
sible for death. Its presence always increases any 
surgical risk. 

It is important to remember that this compli- 
cation may not be immediately apparent. Fre- 
quently I have been called from 24 to 48 hours 
after injury to see a patient because of the develop- 
ment of this syndrome. It is usually misdiag- 
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nosed as pneumonia but infection is not a factor 
in the early stages. Flooding secretions are the 
main offenders and the obstruction must be 
relieved. The most common symptom is a fre- 
quent, wet, painful cough. Oral wheezes are 
prominent and rhonchi are heard constantly 
over one or both sides of the chest. The cough 
is noneffectual in that only small amounts of 
sputum are raised and the bubbling character of 
the respirations persists. The patient is dyspneic, 
restless, and cyanotic, primarily because of 
anoxia. The roentgen picture may show little; 
there may be patchy areas of infiltration errone- 
ously called bronchopneumonia, or there may 
be partial or total atelectasis of a lobe or lung. 
The aim or treatment is to improve broncho- 
pulmonary drainage. Morphine in large amounts 
and sedative cough mixtures are expressly con- 
traindicated (see Fig. 2). Pain is relieved by 
nerve block, and voluntary cough is urged. 
Oxygen by nasal catheter may be necessary 
temporarily. If the patient is unable to cough ef- 
fectively because of physical exhaustion, or 
should excretions continue to flood the bronchi 
overwhelmingly, one should resort to mechanical 
suction without delay. Either tracheobronchial 
catheter suction or bronchoscopy is employed. 
Catheter suction is an invaluable procedure 
because the materials are readily available, the 
technic is simple, and no topical anesthesia 
is required. The materials required are a new 
+16 or #18 F. rubber catheter, preferably of 
the “whistle tip” or open-end type, connecting 
tubing, and electrical suction machine which 
will deliver at least 15 lbs. of negative pressure. 
The catheter should be prepared by cutting two 
additional 3 mm. holes in the distal two inches. 


Figure 3 (top, right). Straight and angled 
catheters of open-end type, 16-18 F. The lower 
catheter was threaded on a stylette with a 
30 degree angle in the distal two inches. This 
was autoclaved at 10 Ibs. pressure for 10 
minutes to preserve the angle. (from “Tra- 
cheobronchial Toilet in Infant and Adult,” Tr. 
Am. Bronchoesophagological Assoc. to be 
published.) 

Figure 4. Steps in tracheob hial catheter 
aspiration. A. Angled “whistle tip’ catheter 
with extra hole provided. B. (after Haight). 
The tongue is pulled sharply forward and the 
catheter advanced through the most patent 
nostril. C. To enter the left stem bronchus the 
head is turned sharply to the right and the 
chin elevated. 
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It should be kept uncurled when not in use 
(see Fig. 3). 

The patient is placed in a semiupright posi- 
tion and the neck is flexed. Other tubes are re- 
moved from the nose. The tongue is pulled 
sharply forward to elevate the epiglottis and 
anchor the larynx (see Fig. 4). Without suction, 
the catheter is passed through the patient’s nos- 
tril to the region of the larynx. During either 
deep inspiration or the expiratory phase of a 
cough, the catheter is rapidly advanced. This 
maneuver may have to be repeated several times 
before the trachea is entered. Different positions 
of the head may be necessary, such as slight 
turning to one side, or hyperextension. Forward 
traction on the tongue, however, is necessary 
at all times. 

Success in entering the trachea will be signi- 
fied by hoarseness, stridor, and violent cough- 
ing. Severe gagging means that the catheter is 
not in the trachea. As soon as the catheter is 
successfully inserted, the tongue is released and 
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the catheter quickly advanced to its fullest ex- 
tent. Suction is applied intermittently for not 
more than from three to five seconds as the 
catheter is slowly withdrawn for approximately 
four inches. The patient coughs violently and 
may become slightly cyanotic. If this occurs, 
suction is released and oxygen at four liters per 
minute is run through the catheter. Advance- 
ment and withdrawal of the catheter is repeated 
until no further secretions can be obtained. This 
usually cleans out the right stem bronchus and 
trachea. To enter the left side the catheter is 
withdrawn four inches, the head is turned 
sharply to the right and the chin elevated. When 
the catheter is again advanced, the tip usually 
will enter the left stem bronchus. 

Bronchoscopy is a more efficient procedure 
but cannot be used as frequently as catheter 
aspiration and often is not available. While 
topical anesthesia is almost always employed, it 
should be remembered that in the very ill in- 
dividual, bronchoscopy can be performed with- 
out anesthesia. In general, bronchoscopy is re- 
served for patients who have not been appreci- 
ably improved by catheter suction, those who 
have developed lobar or total one-sided obstruc- 
tive atelectasis, or those in whom aspiration 
“pneumonitis” is suspected. 


Aspiration “Pneumonitis” 


The possibility of the aspiration of vomitus 
may be entertained if there was a period of un- 
consciousness at the time of the accident with 


Figure 5. Typical aspiration “pneumonitis.” 
The film was taken some hours after an emer- 
gency bronchoscopy. Note the bilateral basal 
distribution and the feathery appearance. 
This patient vomited anc aspirated during de- 
livery. When seen by my colleague, Docior 
Dugan, 3 hours later, she was still uncon- 
scious and cyanotic. The respirations were 36; 
the pulse was 120 and weak. Immediate 
bronchoscopy was productive of thick brown- 
ish liquid with some food particles which was 
flooding the trachea and both main bronchi. 
The mucosa was fiery red and edematous. 
Following bronchoscopy an endotracheal 
tube was inserted and frequent aspirations 
carried out for 30 minutes. Rapid recovery. In 
such situations immediate bronchoscopy is a 
life-saving procedure. 


associated vomiting. Aspiration must be sus- 
pected when the symptoms are out of propor- 
tion to the physical findings. The symptoms are 
those of dyspnea, restlessness and cyanosis, a 
lowered blood pressure, and a thready pulse (i.e., 
anoxia). While physical examination may show 
only scattered fine and medium rales, the roent- 
gen picture o‘ten is characteristic (see Fig. 5). 
The condition is always serious and frequently 
may be fatal. The early pathology is that of 
a true chemical irritation of bronchial and 
bronchiolar mucosa with intense congestion, 
edema, and blockage. Secondary infection usually 
supervenes without delay. 

Treatment must be prompt. The prophylactic 
administration of penicillin and aureomycin in 
large doses is wise. To be effective, bronchoscopy 
should be performed as soon as possible and is 
a mandatory procedure if available. In this con- 
dition bronchoscopy is superior to catheter suc- 
tion in the removal of offending fluids and de- 
tritus, but the catheter technic should be used 
if a bronchoscopist cannot be found immediately. 

In all conditions with unrelieved excessive 
tracheobronchial fluids, tracheotomy will be 
necessary if the patient’s cough is ineffectual 
and if mechanical suction is impossible. This 
problem may be present in patients with a frac- 
tured jaw and a thoracic injury complicated by 
traumatic wet lung or aspiration pneumonitis. 
In such a circumstance tracheotomy affords the 
means for life-saving toilet of the tracheo-bron- 
chial tree. The tracheotomy should be the stand- 
ard low procedure, entering the air-way through 
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the upper trachea, and not through the cricoid 
cartilage. 


Hemothorax 


This is the most frequent complication of 
thoracic injury. A large collection of fluid may 
reduce the pulmonary reserve to dangerous levels. 
In general, from 300 to 500 cc. of blood are 
necessary before physical or roentgen signs of 
fluid can be detected. If this or a larger amount 
of fluid is present, thoracentesis should be per- 
formed at once and repeated daily as long as 
100 cc. or more are obtained. 

I stress that air replacement is no longer prac- 
ticed. The introduction of air serves no useful 
purpose and may be harmful in preventing 
prompt re-expansion. There is no evidence that 
continued collapse of an injured lung arrests 
bleeding nor that prompt re-expansion results in 
further parenchymal hemorrhage. From 1000 to 
1500 cc. of fluid can be removed at one sitting 
(see Fig. 6). If this blood is less than 24 hours 
old and presumably uncontaminated, it may be 
citrated, strained through several layers of sterile 
gauze and used as an autotransfusion. Thora- 
centesis must be discontinued (even though 
only 300 to 400 cc. of fluid have been removed) 
whenever the patient starts to cough severely or 
complains of pain or tightness in the chest. 
These symptoms should lead the operator to 
suspect an underlying pulmonary atelectasis. 

Severe hemorrhage is an indication for early 
thoractomy but is rarely encountered. It will be 


discussed in the second part of this paper. 


Figure 6. This soldier sustained a sucking 
wound of the right chest five days previously. 
This was debrided and closed. On admission 
to a rear echelon hospital he was in respira- 
tory distress and cyanotic. There were severe 
thoracic pain and a constant wet inefficient 
cough. A. Admission x-ray shows a large 
hemopneumothorax and atelectasis of the 
lung. Immediate regional intercostal nerve 
block was performed. Twelve hundred cc. of 
bloody fluid and air were aspirated. Immedi- 
ately, the patient was able to cough and raise 
effectively. The projected bronchoscopy was 
postponed. During the next five hours over 
six oz. of thick bloody sputum and pus were 
expectorated. B. Extensive clearing within 24 
hours. (Reprinted from J. Thor. Surg., 15:162 
(June) 1946.) 
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Pneumothorax 
Air in the pleural cavity may be of minor 


concern. Conversely, continued leakage into the 
pleural cavity without release may result in fatal 
pressure pneumothorax. The pneumothorax may 
be pure or combined with intrapleural fluid. In 
keeping with the dictum of prompt pulmonary 
re-expansion, any recognizable amount of intra- 
pleural air should be removed. Hyper-resonance 
and diminished breath sounds are the physical 
signs. Simple needle aspiration will suffice in 
most instances. Slow leakage may continue, as 
indicated by frequent physical or roentgen ex- 
aminations; thoracentesis may then be repeated 


P 


on two or three occasions. If, however, the lung 
has not completely and permanently re-expanded 
within 72 hours, or infinite amounts of air can 
be aspirated at any one time, there should be 
prompt recourse to water-seal catheter drainage 
of the pleural cavity. 

We prefer to introduce a No. 20-22 F. Male- 
cot or Pezzar catheter in an upper anterior inter- 
costal space. By stretching and greasing such a 
catheter it can be slipped through a small stab 
wound without using a trocar and will hold 
firmly against the parietal pleura. The catheter 
should be immediately connected to a water- 
seal drainage bottle which is kept below the level 
of the chest at all times. The catheter is left 
indwelling for from 48 to 72 hours. 

Pressure pneumothorax is always dangerous. 
Physical findings are characteristic and include 
hyper-resonance, absent breath sounds, and shift 
of trachea, mediastinum, and heart to the oppo- 
site side. The patient is dyspneic and may be 
ashen-gray, or cyanotic. He complains of a “full” 
chest, his expiratory efforts are shallow; inspira- 
tion seems difficult if not impossible. Intrapleural 
pressures are always positive. In a dire emergency, 
a large bore needle may be plunged into the 
chest without local anesthetic or syringe and 
excess air will escape under pressure. When a 


Figure 7. Insertion of intercostal catheter for the re- 
lief of pressure pneumothorax. It is emphasized that 
the water trap bottle always should be maintained 
well below the level of the chest. 


syringe is available, further air can be aspirated 


as a temporary measure. However, since pres- 
sure pneumothorax results from continuing 
leakage of large amounts of air, intrapleural 
catheter drainage as described previously should 
be performed without delay (see Fig. 7). Since 


catheters are almost universally available, we do 


- not condone the use of an indwelling needle 


with flapper valve except as a last resort. It is 
difficult to keep the needle in place; it frequent- 
ly becomes plugged and the visceral pleura of 
the re-expanding lung is easily torn by trauma 
from the needle point. 

If the lung has not commenced to re-expand 
within a few hours, early thoracotomy will be 
necessary. This will be discussed in the next sec- 
tion of this paper. 


Emphysema 


Emphysema is defined as the extravasation 


of air into various tissue planes of the body. 


The air may come from lacerated pulmonary 
parenchyma or from a tear of the trachea or 
large bronchi. Two types of emphysema should 
be recognized: subcutaneous and mediastinal. 

1. In subcutaneous emphysema the swelling 
and crackling on palpation are characteristic. It 
may be localized, or generalized from the scalp 
to the lower extremities. While frightening, it 
is seldom serious in itself. It is occasionally seen 
with pressure pneumothorax when the parietal 
pleura has been torn and will rapidly regress 
with proper treatment of the pneumothorax. It 
occurs more frequently when there are fractured 
ribs and a torn parenchyma in the presence of 
extensive pleural adhesions. The treatment is 
expectant and the patient and family are re- 
assured. Pressure strapping has not helped. On 
rare occasions, extensive and increasing subcu- 
taneous emphysema may necessitate minor sur- 
gical procedures. Usually a primary subcuta- 
neous or submuscular bulla can be identified in 
the vicinity of the fractured ribs. Under aseptic 
precautions the area is generously and deeply 
incised and a large fenestrated tube inserted and 
sewed to the skin. In the case of a stab wound 
causing severe subcutaneous emphysema the 
wound should be incised, the track followed to 
the rib cage, and a gauze tampon inserted. 

2. Mediastinal emphysema infrequently causes 
difficulty. Often it is a roentgen diagnosis 
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only. The most frequent clinical sign is the pres- 
ence of a precordial crunch or click which is 
synchronous with the heart beat. Air from the 
mediastinum may spread upward to the face and 
neck. The main danger is the development of 
increased mediastinal pressure with collapse of 
veins and tracheal compression, but these 
events happen rarely. Should they occur it has 
been recommended that a collar incision be 
made and the tissues of the upper mediastinum 
separated from the sternum by blunt dissection 


with the finger. 


Abdominal Signs in Thoracic Injuries 


Careful examination of the abdomen should 
be performed on all patients with thoracic in- 
juries. Pure thoracic trauma often is accompanied 
by alarming abdominal difficulties. Gastric dila- 
tation is one of the most frequent and may be 
an appreciable influence in a fatal outcome. 
Prompt and continuous suction-decompression 
for 24 hours usually suffices. 

Pain, tenderness, rigidity, and absent peristal- 
sis may be encountered. An early decision must 
be made as to whether these signs are due solely 
to thoracic injury (with resulting intercostal 
nerve irritation) or to intra-abdominal disease. 
In general, the abdominal spasm which accom- 
panies thoracic trauma is likely to be unilateral 
and becomes less evident on inspiration. The re- 
sults of regional nerve block (T7 to T12) may 
be helpful. Following nerve block the abdomen 
usually becomes soft with cessation of pain and 
skin tenderness, but in the presence of peritoneal 
irritation or visceral injury some degree of spasm, 
rigidity, and tenderness to deep pressure re- 
mains. 

Suspicion of intra-abdominal disease demands 
early exploration, and will be discussed in the 
next section of this paper. 


Fluid Administration 


For the most part, fluid loss in civilian injur- 
ies is limited to blood and this is the medium 
which should be replaced; dehydration is seldom 
a factor. Plasma may be administered while 
typing and cross-matching are being performed, 
but plasma is only a substitute and should not 
supplant adequate blood replacement. The 
amount of replacement is sometimes not easy to 
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judge. Serial hematocrit readings may be of aid. 
The patient’s improvement following the first 
500 cc. and the minimum known loss (thora- 
centesis) are also considered. Unless there has 
been obvious exsanguination, the rate of admin- 
istration should be slowed after rapidly giving 
the first pint. While a continuous transfusion 
of from 1500 to 2000 cc. may be indicated, it 
should be given over a period of several hours. 
Large, rapid transfusions are poorly tolerated by 
heart or lungs which have been badly contused 
and acute pulmonary edema is an ever-present 
dire possibility. 

In general, crystalloids are reserved for the rare 
presence of dehydration and are limited to 5 
per cent glucose in water. If gastric suction is 
necessary, approximately 500 cc. of normal sa- 
line will supply the chloride requirements for 
24 hours. 


Thoracic Wounds 


In civilian practice thoracic wounds are rela- 
tively less common than closed injuries. In gen- 
eral, wounds are classified as penetrating, i.e., 
the missile remains in the body; perforating 
(through and through) in which there are 
wounds of entrance and exit; or tangential in 
which there is a gutter wound. If the missile has 
traversed the pleural cavity, the wound is con- 
sidered closed if there is no communication from 
the outside of the pleural cavity, or open 
(sucking wound) if there is more or less con- 
stant exchange of air between atmosphere and 
pleural cavity. Wounds made by small caliber 
missiles or by stabbing instruments usually need 
little attention except adequate débridement. 
Occasionally, tissues surrounding the exit 
wound are more severely damaged and care must 
be taken to excise all obviously damaged muscle. 
If a rib is badly splintered, the débridement 
should be carried to the rib and loose pieces of 
bone removed. The muscles should then be 
carefully approximated without tension and the 
skin left open for a few days. 

In rare: instances severe damage of the tho- 
racic wall and sucking wounds are encountered 
in tangential injuries from large caliber missiles 
or shotgun discharges. The repair of these will 
be discussed in the next part of this paper. In 
the immediate treatment, physiologic derange- 
ments must be corrected and the sucking wound 


4 

ie 

| 
| 
: 
| 

47 = 
: 


temporarily obliterated by vasoline gauze and 
snug adhesive dressing. In the care of shotgun 
wounds particularly, intensive antibiotic, anti- 
tetanic, and antigas therapy are paramount. 
Thoracic wounds cause the same cardiores- 
piratory disturbances as closed injuries and these 


should be treated accordingly. There is no neces- 
sity, in fact it is poor surgical judgment, to ad- 
vise the routine hurried removal of an intra- 
thoracic missile unless specific indications exist. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 


The Present Status of ... 


Experience with the cytologic diagnosis of 
smears from the cervices of 10,000 women seen 
at the University of Georgia Hospital Clinics is 
reported by H. E. Nieburgs and Edgar R. Pund 
in the J.A.M.A. (142:221, 1950). Two smears 
were obtained with a cotton applicator, one from 
the cervical canal and the other from the pos- 
terior fornix. The Papanicolaou technic was fol- 
lowed. Positive cytologic diagnosis was made in 
332 cases, or 3.3 per cent. Forty-nine women, or 
0.5 per cent, had false-positive results when 
the lesion was checked by a biopsy. So far as is 
known, only 5, or 0.5 per cent of false-negative 
results were obtained. 

Of the 10,000 women, only 332 had to be in- 


OFTEN IT IS WELL to go across to Europe to 
see what the doctors are doing there. Interesting 
is a recent report by Leonard Colebrook in a 
book entitled A New Approach to the Treat- 
ment of Burns and Scalds, Fine Publications, 
London. For the last five years, Colebrook has 
been director of the Burns Unit of the Birming- 
ham Accident Hospital which was set up by the 
Medical Research Council. There, in recent 
years, Colebrook has had the great opportunity 
of seeing some 700 patients with burns. He has 
treated them with an over-all mortality of only 
5 per cent. 

The main point Colebrook makes is that pa- 
tients who come in with a bad burn ought to 
be isolated immediately with the idea of keeping 
their wounds from becoming infected with 
pathogenic organisms. Each patient is placed im- 
mediately in a screened cubicle opening onto an 
outside gallery. Each unit has its own equip- 
ment which helps to prevent cross-contamination 
by nurses or doctors or air currents. 

The doctors keep making cultures of the se- 


with the Papanicolaou technic, and that is to 


Treatment of Burns 


vestigated further. Of the 234 who were spe- 
cially examined, carcinoma was found in 76 per 
cent and borderline changes in 3 per cent. A 
large percentage of the remaining 21 per cent 
showed so much evidence suggesting cancer that 
further investigation was indicated. 

The authors stated that there is only one way 


in which a man can make satisfactory diagnosis 


keep studying it for a long time. The main 
sources of error in the smears are the histiocytes, 
the hyperplastic endocervical and endometrial 
cells, and possibly the basal cells. 

Cost to the clinic for detecting one case of pre- 
invasive cancer is between $120 and $150. 


cretions in the burned areas. The dressings are 
done in specially air-conditioned rooms in which 
the air is being changed 20 times per hour, 
and maintained at a temperature of 73° F. The 
wounds are never touched by hands. They are 
cleaned up a bit and then covered with petro- 
latum or lanolin ointment containing some peni- 
cillin. Thick cotton waste dressings are then ap- 
plied. Sometimes this dressing is overlaid with 
a thin layer of plaster so as to secure immobi- 
lization. 

Before another patient is brought in for a 
dressing, a 15-minute interval is allowed during 
which the fan cleans out all of the contam- 
inated air. 

Colebrook realizes one might feel inclined to 
criticize this technic because of the expense in- 
volved, but he feels that it is amply justified by 
the fact that by preventing infection of the big 
wounds, the average period of a patient's stay 
in the hospital has been reduced by 50 per cent. 
At the present time only 5 per cent of the new 
wounds become contaminated with Streptococci. 
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BY ROBERT ECE. FRICKE, M.D. 
Mayo Clinic, Rochester, Minnesota 


Irradiation therapy is the main method of successful treatment of cancer of 


the cervix. In selected cases of early cancer, a combination of thorough 


irradiation and later surgical approach sterilizes involved, deep pelvic nodes, the 


presence of which is often a stumbling block in curing the condition. 


BECAUSE CANCER of the cervix uteri is invariably 
fatal if not promptly and properly treated, be- 
cause it causes so much discomfort and agony 
in its late stages and is so common a disease, it is 
encouraging to report progress in its treatment. 
The progress made in recent years can be ascribed 
to: (1) increasing awareness of this form of 
cancer by family physicians and patients, (2) 
better diagnostic procedures, and (3) gradual 
changes in the technic of treatment. 

Cervical cancer is mainly a menopausal lesion. 
It can occur in women in their twenties or sixties 
or seventies, but in studying thousands of cases 


Large cervical ectropion and polyp. 


Acute neisserian cervicitis. 


the average age is found to be between 45 and 
50 years. About 13,000 women in the United 
States die annually from this disease. During a 
thirty-year period, 1915 to 1944 inclusive, 3,798 
patients with cancer of the cervix were treated at 
Mayo Clinic alone. 

The uterus is the most common site of cancer 
in women, with the possible exception of the 
breast. Cancer of the cervix is much more com- 
mon and usually occurs earlier in life than can- 
cer of the corpus uteri. 

The main characteristic of cancer of the uter- 
ine cervix is its insidious onset. The earliest evi- 


Early carcinomatous lesion of the cervix. — 
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dence is usually a watery leukorrhea. Later, spot- 
ting between menstrual periods occurs. Hemor- 
rhage is a very late manifestation. About the age 
of 45 or 50, most women accept menstrual ir- 
regularities as normal phenomena, and fail to 
seek aid until more serious bleeding discloses 
a spread of the lesion. 


Lessened Delay in Diagnosis 


The importance of early diagnosis cannot be 
overemphasized. As with cancer anywhere in the 
body, the more widespread the lesion, the less 
the chance of cure. The Health Section of the 
League of Nations has defined four stages of 
carcinoma of the uterine cervix, depending on 
the extent of the cancer. They range from Stage 
1, in which the cancer is confined to the cervix, 
to Stage 4, in which the cancer has invaded the 


From left to right, top: 

Small ectropion surrounding external os. 

Moderately large ectropion surrounding 
cervical os. 

Large ectropion that bleeds easily. 


From left to right, bottom: 
Far-advanced carcinoma of the cervix. 
Benign neoplasm on anterior lip of cervix. 


urinary bladder of the rectum, or me- 
tastasized throughout the body. The im- 
portance of treatment while the lesion 
is still in Stage 1 is shown by the an- 
nual report of the League of Nations 
published in 1938. This report sum- 
marized five-year “cures” of treated 
cancer of the cervix in 5,672 patients 
treated in nine radiotherapeutic cen- 
ters in the United States and abroad. 
The five-year relative cure rate was 55.2 per cent 
in Stage 1, dropping to 5.3 per cent in Stage 4. 

In former years, a patient complaining of 
menstrual irregularities or discharges would 
usually be given a douche and told not to worry. 
Now, because of increasing awareness of this 
type of cancer, more and more physicians are 
making a careful pelvic examination, including 
inspection of the cervix with biopsy of any ab- 
normal tissue. If cancer is present, the patient 
is promptly referred to a cancer therapy center. 

The patient herself will often endure early 
signs or symptoms without consulting her family 
physician. This is less and less common nowa- 
days because of the excellent work of the Ameri- 
can Cancer Society, which continually promotes 
knowledge of cancer by publications in many 
magazines reaching the lay public. 

Recently the American Cancer Society pub- 
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lished a study of delay in cancer diagnosis, based 
on studies at the Memorial Hospital, New York, 
by Drs. G. T. Pack, J. S. Gallo, G. F. Robbins, 
and J. E. Leach. In the years 1923 through 1938, 
delay was due to the patient alone in 44.3 per 
cent of the cases, to patient and physician in 
18.0 per cent, and to the physician alone in 17.0 
per cent. No delay occurred in 20.7 per cent. 
In the year 1946, delay was due to the patient 
alone in 32.0 per cent, to patient and physician 
in 10.8 per cent, and to the physician alone in 27.8 
per cent. No delay was evident in 29.4 per cent. 


Diagnostic Procedures 


Every general examination of a woman, espe- 
cially of a woman aged forty and above, should 
include a pelvic examination and inspection of 
the cervix and vaginal walls. Even if the pelvic 
examination is negative, and even in the ab- 
sence of any symptoms or signs of pelvic dis- 
order, inspection of the cervix is important. I 
have always preferred to have the patient in 
the knee-chest position; then on intro- 
duction of the Sims’ speculum, the 
vagina balloons out with air. The 
cervix and vaginal walls can be eas- 
ily studied with this simple procedure. 

A simple erosion of the cervix re- 
sponds well to electrocautery. Recur- 
rence of the cervical erosion after 
therapy, or vaginal spotting following 


From left to right, top: 
Carcinomatous lesion of the cervix. 
Ectropion of anterior lip of the cervix. 


From left to right, bottom: 

Slowly healing ulceration of the cervix 
after conization. 

Early carcinomatous lesion of the cervix. 

Ectropion of cervix during pregnancy. 


therapy may indicate an underlying malignancy. 
Many physicians take a vaginal smear of an area 
of erosion; if bleeding results from this proced- 
ure, a biopsy is taken from the bleeding area. 
Any cervical polyp should be twisted off and 
sent to the laboratory for microscopic examina- 
tion. Any other papillary or granular or ulcer- 
ated area should be biopsied. 

If the cervix looks abnormal, Schiller’s test 
can be carried out and any unstained area should 
be biopsied. The unstained area may be due to 
erosion or leukoplakia or eversion or cervicitis, 
but it may also reveal cancer on microscopic 
examination. For this test one paints the cervix 
with a solution of 1 part of iodine and 2 parts 
of potassium iodide to 30.0 parts of water. This 
leaves malignant tissue unstained. 

Since 1941, the Papanicolaou smear has also 
aided in early diagnosis. A cancer of the cervix 
sheds cells freely, and a smear of vaginal secre- 
tions fixed immediately will reveal these cells 
to a trained cytologist. 

The question of precancerous lesions is still 


‘ 


in a state of flux. The questions of whether a 
majority or all of these lesions will ultimately 
become fullfledged cancer, how many are cured 
by cautery, or by simple amputation of the cer- 
vix or by simple hysterectomy, are as yet un- 
answered. 

The newer diagnostic measures are a step in 
the right direction, if only a small step. Cancer 
of the cervix frequently begins in the submucosa, 
and surface ulceration with leukorrhea and spot- 
ting appears late. Many patients with a history 
of only a few weeks of spotting present a Stage 
3 or 4 carcinoma at the first examination. 

There are also asymptomatic lesions, which 
are first noted in a general physical examination. 


Improved Methods of Therapy 


While increased awareness of this disease and 
improved diagnostic methods contribute to a 
chance of treating at an earlier and more curable 
stage, I believe the greatest hope lies in current 
advances in therapy. 

Since the inception of irradiation therapy, this 
has been and will probably always be the main 
method of successful treatment. Cancer of the 
cervix is so rapidly fatal that few untreated pa- 
tients survive even one year or two at the most. 
A great amount of work throughout the world 
has been devoted to combating this ailment. 

Since the disease is characteristically insidious, 
only a small percentage of cases is diagnosed be- 
fore spread of the lesion has made surgical treat- 
ment impractical. A Stage 1 lesion can be treated 
either surgically or by irradiation, just so that 
treatment is performed as soon as possible, before 
spread or metastasis takes place. A simple hyste- 
rectomy is useless in this disease. A radical 
Wertheim hysterectomy with removal of all ad- 
jacent lymph nodes is essential for cure. This is 


one of the most difficult operations in surgery 
and demands constant experience to lessen mor- 
bidity or mortality. There are few such masters 
of this art as Bonney in England and Meigs in 
this country. The so-called tumor clinic estab- 
lished in most medical centers, at which gynecol- 
ogist, surgeon, and radiologist examine border- 
line cases and determine the best method of 
treatment for the individual case, represents real 
therapeutic progress. 

The more advanced cancers in Stages 3 and 4 
are plainly radiologic problems. Irradiation prop- 
erly given invariably palliates, and in many in- 
stances cures. In the last twenty or twenty-five 
years, changes in dosage and technic have im- 
proved results in practically all large cancer 
therapy centers. As an example of this, Heyman 
in 1944 reported his improved results at’ the 
Radiumhemmet in Stockholm. He compared 
five-year cure rates in more than 2,000 patients 
treated from 1914 to 1931 inclusive with around 


_ 1,600 patients treated from 1932 to 1938 inclu- 


sive. The cure rate in Stage 1 advanced from 
52.4 per cent to 66.9 per cent; in Stage 2 from 
34.7 per cent to 44.0 per cent and in Stage 3 
from 15.6 per cent to 22.7 per cent. In all stages, 
the later years showed an over-all improvement 
of 12 per cent; 14 per cent improvement in 
Stage 1, 9 per cent in Stage 2, and 7 per cent in 
Stage 3. 

Stage 2 lesions, in which the cancer has spread 
from the cervix to involve the parametrial tissues 
on one or both sides, or has involved the deeper 
vaginal walls, or spread into the corpus from 
the endocervix, are questionably operable. The 
failures are usually due to involvement of the 
deep pelvic nodes. Radium therapy in nearly 
all cases destroys all the cancer locally. High vol- 
tage roentgen therapy destroys the lateral pelvic 
nodes in many cases, but not in all. 


Left and center: Persistent cervical erosions that must be evaluated carefully with respect to neoplastic change. Right: Cervical 
polyp. The color photographs reproduced in this article were furnished through the courtesy of Sharp & Dohme, Incorporated. 
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One step in this group of patients which 
seems hopeful is the combination of irradiation 
with conservative surgical therapy in some of 
these Stage 2 cases. Taussig’s plan of iliac 
lymphadenectomy, or even of a _ modified 
Wertheim hysterectomy in a selected number of 
these patients three to six months following 
thorough irradiation, seems worthy of further 
trial. Patients so treated at the Mayo Clinic are 
under study at this time. When surgical treat- 
ment is undertaken at least-three months follow- 
ing completion of irradiation, residual carcinoma 
is hardly ever found in the cervix. Metastatic 
nodes so far have been noted in slightly less 
than 20 per cent. We should expect involved 
nodes in Stage 2 cases in from 40 to 50 per cent 
of cases. Hence in many instances the irradiation 
must have sterilized these nodes. 

The patients suitable for combined treatment 
must be carefully selected. The carcinoma should 
be only Stage 1 or 2 in extent, and the general 
condition of the patient should be good. We 
have found that our results with radium and 
roentgen therapy in younger patients below the 


menstrual age have not been as good as the re- 
sults in those persons treated at the usual age, or 
after menopause. Either cancer tissue grows more 
rapidly and vigorously in younger persons, or 
the diagnosis was made earlier in the older age 
group. Certainly in patients past the menopause 
spotting is an alarming sign and should soon 
cause the victim to go to her physician. 

Hence patients chosen for this combined ir- 
radiation and surgical attack are usually young 
people, who must also be free of obesity, hyper- 
tension, diabetes, or other serious physical han- 
dicap. The irradiation given is full and complete, 
not a so-called preoperative irradiation, and the 
surgeons have found the tissues easily handled 
about three months after irradiation. The in- 
creased vascularity has subsided and dense scar- 
ring has not yet appeared. With increasing sur- 
gical experience, morbidity and mortality have 
lessened. 

While this method applies to only a small 
group, I believe it represents a real advance. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


AT A SPECIAL sEssion of the Belgian Society of Psychiatry, a number of authors described the 
results they had observed after leukotomy. They spoke of a postoperative period of several weeks 
during which the patients show euphoria, demential reactions, puerile emotivity, a profound 
change in the idea of time, and freedom from anxiety. Later they have a period which may last 
for two years in which, in favorable cases, they show great improvement from the point of view 
of emotion and sociability. Their anxiety disappears and there is a slow return of the sense of 
time. There may be some reorganization of the personality. 

The most favorable results were obtained in cases of anxious and inhibited patients. Patients 


with chronic obsessions were least improved. 


Apparently in many of these cases the biggest improvement is in behavior. The patients are 
less likely to attack others, and because of this, many can go home. 
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The Present Status of .. . 


Testosterone and ‘Ca 


Recentiy Dr. Edward A. Banner reported his 
results and those of his colleagues in the treat- 
ment of cancer of the breast with intramuscular 
injections of testosterone propionate given for 
a year. The patients were seen every three 
months, and they were treated only with the 
testosterone. 

The impression gained was that even during 
the course of the treatment additional metastatic 
growths tended to appear here and there. Some 
of the patients, however, showed roentgenologic 
evidence of recalcification in some of the areas. 
Soft tissue metastasis did not regress. Subjec- 
tively, all of the patients at times exhibited some 
degree of euphoria while under the treatment. 

Most of the patients showed a gain in weight, 
and the concentration of hemoglobin in the 
blood was usually increased. The sedimentation 
rate went up and down without relation to the 
fluctuations in the condition of the patient. 
There were no significant changes in the values 


for blood calcium, phosphorus, or alkaline phos- 
phatase. 

It was found that in the cases of the younger 
women more than 200 mg. of testosterone pro- 
pionate per month were required to produce 
masculinization and cessation of menstruation. 
Usually in such patients an excess of hair ap- 
peared on the face, the body, and the extremi- 
ties. Several of the women had to shave. Acne- 
form eruptions frequently accompanied this ex- 
cessive growth of hair, and most of the patients 
noticed a lower range of the voice. Curiously, 
in many patients, and particularly in the cases 
of the young ones there was an undesired in- 
crease in sexual urge. Some of the women had 
difficulty in taking the drug because of nausea, 
vomiting, and severe itching. 

The conclusion reached was that the hormone 
should not be substituted for surgical measures 
or x-ray treatment, but it could be of value as 


a palliative. 


THE BLOOD SEDIMENTATION RATE is one of the 
best laboratory tests that we have because so 
often it warns the physician that he is dealing 
with a serious condition. 

A valuable use for the blood sedimentation 
rate is in ruling out organic disease of the bowel 
in the case of a patient who has diarrhea. If 
the blood sedimentation rate is under 20 mm. 
in an hour (Westergren), the chances are that 
the diarrhea is functional in nature, because in 
most cases of chronic ulcerative colitis or ter- 
minal ileitis or carcinoma of the bowel, the 
blood sedimentation rate will be found between 
40 and 60 mm. in an hour. 

The test is also of great value in differentiating 
arthritis and fibrositis. If the rate is low, the 
diagnosis is usually fibrositis, and the patient 
can be reassured, but if it is over 40 or 50 or 60 
mm. in an hour (Westergren), the chances are 
that the patient has a rheumatoid type of arthri- 
tis, which is usually serious and often disabling. 

Usually any blood sedimentation rate over 
35 mm. in an hour (Westergren) calls for a 
very careful study of the patient, with x-ray 
examinations of all parts of the digestive tract 
from the mouth to the anus. Fortunately, in 
many cases, even a rate around 35 mm. is due 
only to a moderate amount of arthritis. 

Any serious illness is likely to run the sedimen- 


tation rate up. A high rate right after an attack 
of severe pain in the chest points to a myocardial 
infarct. Apparently the absorption by the body 
of dead tissue of any kind is likely to send the 
rate up. Occasionally a high rate is due to a 
patch of pneumonia, or perhaps to a bad cold. 

The sedimentation rate is very helpful after 
the removal of a breast or part of the bowel 
for cancer. If in the next 6 or 12 months the 
rate goes down, the patient can be much en- 
couraged; but if it keeps going up the outlook 
is bad. 

The sedimentation rate is helpful sometimes 
when some abnormal cells are seen in the blood 
smears and one wonders if a leukemia is starting. 

Naturally, like all tests, this one is not in- 
fallible. On occasions one will see a person with 
metastatic carcinoma who has a blood sedimen- 
tation rate under 30 mm. in an hour (Wester- 
gren), and occasionally one will see a person 
with a blood sedimentation rate of 50 mm. in an 
hour CWestergren) with no cause that can ever 
be determined. A few such persons have been 
observed over a period of years, and as yet have 
not developed anything serious. 

To repeat, the blood sedimentation rate is 
more sensitive to infection than a leukocyte 
count. It quickly picks out the people who are 
dangerously and seriously ill. 
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BY J. GREENHILL, M.D. 
Chicago, Illinois 


Among the common gynecologic conditions which the general practitioner is called 
upon to treat are sterility, dysmenorrhea, amenorrhea, menorrhagia, premenstrual 
distress, senile vaginitis, pruritus vulvae, and the climacteric. It is also his duty to 
proffer premarital instruction and to counsel women who have psychic problems. 


A uistory is of prime importance, and for 
gynecologic patients, special questions must be 
asked. These deal chiefly with the menstrual and 
reproductive functions, and all possible detailed 
information should be secured along these lines. 
However, many women have problems which 
are not entirely physical and about which they 
will gladly talk, if a physician will use tact in his 
-questions and will show interest and sympathy. 
When a physician meets a patient who has a 
psychic problem, he should give her ample time 
in which to unburden herself. Furthermore, in- 
formation of a confidential nature should not be 
written down on the history in the patient’s 
presence; but later on, some short note may be 
made. One should avoid giving the patient the 
impression that the physician’s secretary or some- 
one else may later read about her private affairs. 

In most instances, a partial general physical 
examination should be made as well as a local 


i 


bimanual examination. The breasts and the ab- 
domen must always be examined carefully. The 
bimanual examination of the pelvis is made last. 
Immediately before this examination is made, 
the patient should be asked to empty her blad- 
der. Before inserting the fingers into the vagina, 
the external genitalia and anus should be in- 
spected and the labia palpated. A lubricant in 
the form of a jelly or liquid green soap should 
always be used for making an examination. No 
vaginal examination is complete without the 
careful inspection of the vagina and cervix by 
means of a speculum. Hence, visual examina- 
tion of the cervix should be resorted to regardless 
of what the pelvic findings are. Likewise, in all 
cases, a vaginal examination should be followed 
by a rectal exploration. In the cases of virgins, 
when a pelvic examination is necessary, prac- 
tically all of the desired information can be ob- 


tained by a rectoabdominal examination. 
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When a physician examines a female, married 
or unmarried, it is wise to have a nurse or other 
woman present. This is particularly true when 
the physician is examining a patient for the first 
time, and has little knowledge of her sanity and 
temperament. Not only will the patient feel more 
at ease, but the physician may avoid an attempt 


at blackmail. 


Vaginal Discharge 


In all cases in which the patient complains of 
a vaginal discharge and in which the physician 
notices an abnormal discharge, secretion must be 
examined. A smear must be made and stained 
for gonococci and in addition one should always 
make a moist preparation for Trichomonas va- 


Bimanual vaginal examination. 


ginalis and Monilia. The doctor should transfer 
a drop of secretion from his glove to a glass slide, 
adding a drop of saline solution and covering 
this with a cover slip. 

If T. vaginalis is present, the organisms may 
readily be seen with a high-power lens be- 
cause they are motile. The yeast organism con- 
sists of two parts, mycelia and conidia. Clin- 
ically, vaginitis due to T. vaginalis is usually 
associated with a profuse purulent discharge 
which has a disagreeable odor and produces 
pruritus. Often the vaginal mucosa has a deep 
orange color. On the other hand, in cases of 
vaginal and vulvar discharges due to mycoses, 
the vulva is considerably reddened and con- 
gested, and part of the surface may have a slight 
grayish cast due to death of the epidermis. The 


vaginal mucosa is covered with tenacious, case- 


ous material similar to thrush in the mouths of 
newborn babies. 

There are many ways in which to treat T. 
vaginalis. One of the simplest is to wash the 
vaginal wall with green soap, dry the vagina, 
and instill an acid powder, such as Floraquin. 
These treatments must be repeated every second 
day for three or four times. In addition, one or 
two treatments should be given immediately 
after the first menstrual period. Recurrences are 
common, hence patients should not be promised 
too much. 

The treatment of Monilia consists of drying 
the vagina and applying one-half per cent gen- 
tian violet to all parts of the vagina, cervix, and 
vulva. This treatment is repeated every day or 
every second day for three or four times. 


\ 


Bimanual vagino-rectal examination. 


Gonorrhea 


Gonorrhea may, of course, be found in women. 
The diagnosis can be based on a history of ex- 
posure to an infected person, with transmission 
of the infection to another individual, or better 
yet it can be based on the finding of gonococci in 
stained smears, or in cultures. There is also 
a complement-fixation test. 

In the acute stage, there should be complete 
rest in bed but no active local treatment except 
for external cleanliness. The patient should be 
given one of the antibiotics, such as penicillin. 
Caution must be exercised in the use of these 
drugs not only because of the dangerous reac- 
tions which are occasionally observed but also 
because in many cases the symptoms of the dis- 
ease are rapidly relieved, and the patient may 
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consider herself cured when she is not. 

In cases of chronic gonorrhea, local treatment 
may have to be applied to the urethra, cervix, 
and sometimes to the Bartholin glands. The 
urethra is treated with antiseptics; infected 
Skene’s glands are treated with antiseptics or 
the electric cautery, cervical infections are best 
eradicated by means of some form of electric ap- 
paratus, and infected Bartholin glands are in- 
cised or excised, or better still, eradicated with 
the electric cautery. In many chronic cases Jocal 
heat therapy applied with the Newman machine, 
or with a diathermy machine is helpful. 

The treatment of gonorrheal vulvovaginitis in 
children consists essentially of local cleanliness 
and the use of antibiotics. A satisfactory dose 
for a 3-year-old child is 25,000 units of penicillin 
and for an 8-year-old, 50,000 units should be 
given. In all cases of vulvovaginitis in children 
one should carefully examine the youngster for 
a possible foreign body in the vagina. Only a 
few of the vaginal discharges in children are 
due to gonorrhea. 


The Cervix 


The cervix is the site of many abnormalities 
including inflammation, erosions, cysts, polyps, 
leukoplakia, lacerations, and carcinoma. Most 
nonmalignant abnormalities can be cured by 
some form of electric apparatus, chiefly the nasal 
tip electric cautery, but also by electrocoagu- 
lation or conization. Polyps may usually be 
removed by twisting them off, but all polyps 
should be examined microscopically because oc- 
casionally one is cancerous. In all cases the 
cervix should be carefully examined. Where a 
suspicious area is observed and the squamous 
epithelium is intact, the Schiller iodine test 
should be applied. This consists of the appli- 
cation of Gram’s solution to the cervix. If the 
suspicious area fails to turn brown, it should be 
removed for microscopic examination. Even 
without a Schiller test, all suspicious or friable 
areas of the cervix should be removed for biopsy. 

Of course, in every case where there is a 
suspicion of malignancy or menstrual irregu- 
larity, Papanicolaou smears must be made. The 
treatment of carcinoma of the cervix is essen- 
tially by radiation. Since only about one-third 
of patients with carcinoma of the cervix are 
cured, the rest experience excruciating and con- 
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stant pain for a long time before they die. An 
office procedure which can give a large propor- 
tion of these women relief from their agonizing 
pain is an intraspinal injection of alcohol. 


Sterility 


One must often study sterile couples. We 
have come to realize that in most cases of steril- 
ity, both the husband and the wife are partly 
responsible. Therefore, an examination should 
be made of both partners. The causes of sterility 
are (1) deficient spermatogenesis, (2) obstruc- 
tion and occlusion of the male genital tract, (3) 
hostility of the prostato-vesicular secretions, (4) 
faults of delivery during coitus and reception, 
(5) hostility of endocervical secretions, (6) 
uterine blockade, (7) tubal obstruction and oc- 
clusion, (8) deficient production of ova, and 
(9) defective endometrium. 

The special tests which can be performed in 
a physician’s office include the examination of 
the husband’s semen, the Sims-Huhner cervical 
test for spermatozoa, an endometrial biopsy to 
determine the presence or absence of ovulation, 
the determination of the basal metabolic rate, 
and the Rubin insufflation test to determine the 
patency of the Fallopian tubes. In addition, in 
some cases, a hysterosalpingogram may be ob- 
tained in an office equipped with an x-ray ap- 
paratus, or in a hospital. 

The treatment of sterility, of course, depends 
on the cause or causes. In some cases the treat- 
ment is simple, in others difficult, in still others 
surgical, and in some hopeless. In some instances 
the diagnostic procedures are at the same time 
curative. In this category belongs the Rubin test, 
because sometimes pregnancy follows within one 
month after the test, even when there has been 
a long period of sterility. In some cases of ster- 
ility we resort to artificial insemination. If the 
husband’s spermatozoa are satisfactory, they 
should of course, be used. Where the husband 


has no spermatozoa, a donor's semen is used. 


The younger generation of physicians hardly 
ever employ vaginal pessaries. There are, how- 
ever, definite indications for pessaries, such as a 
retroflexed subinvoluted uterus following delivery. 
One can use a pessary to determine whether or 


not a retroflexed uterus is the cause of certain 
symptoms, such as severe backache, or one can — 
be used for temporary relief of symptoms before 
an indicated suspension operation. Also, a pessary 
can be used in old women in whom an opera- 
tion for prolapse of the vagina is contraindi- 
cated. There are many types of vaginal pessaries; 
most of them must be moulded to fit the pa- 
tient. Every physician should keep a few pes- 
saries of different sizes in his office ready for 
use. 

Many women come to a physician for the 
purpose of obtaining information concerning 
voluntary control of conception. In general 
there are two conservative ways in which con- 
ception may be prevented. These are by means 
of the “safe period” and use of mechanical de- 
vices. Physicians should familiarize themselves 
with these methods. 


Gynecologic Endocrinology 


Every physician has some knowledge of endo- 
crinology. Unfortunately, this subject is so be- 
wildering at the present time that it is difficult 
to form clear conceptions of it. It is manifestly 
impossible in this brief paper to discuss fully the 
subject of gynecologic endocrinology. 

The following hormones are useful in gyne- 
cology and obstetrics: 

1. The two hormones from the posterior lobe 
of the pituitary. These are (a) the oxytocic 
factor or Pitocin, which is used chiefly in ob- 
stetrics as an oxytocic but also in gynecology, 
especially preparatory to curettage, vaginal hys- 
terectomies, and myomectomies to produce and 
maintain uterine contractions and reduce bleed- 
ing during operations, and (b) the vasopressor 
factor or Pitressin, which increases blood pres- 
sure, stimulates peristalsis and inhibits diuresis 
in diabetes insipidus. 

2. The gonadotrophic hormones from the an- 
terior lobe of the pituitary—the follicle-stimu- 
lating factor and the luteinizing factor. They 
act on the ovaries and therefore have no effect 
in a castrated individual. They are found in the 
pituitaries of both males and females. Prepara- 
tions of these hormones are exceedingly un- 
stable and their potency under normal condi- 
tions lasts only a few weeks. All commercial 
preparations contain both the follicle-stimulat- 
ing and luteinizing factors because the two have 
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not been separated for practical purposes. In 
the present state of our knowledge, use of the 
pituitary gonadotrophic hormones cannot be rec- 
ommended. Recent animal experiments indicate 
that there is a third gonadotrophic anterior pitui- 
tary hormone, known as the luteotrophic factor. 

3. Prolactin. This hormone produces excellent 
results in certain animals, but its use in human 
beings is still in the experimental stage. 

4. The Chorionic Hormones. Chorionic gona- 
dotrophin, the gonadotrophic hormone produced 
by the chorionic epithelium of the placenta, 
stimulates the growth of follicles and corpora 
lutea in rodents and other laboratory animals. 
It has little effect on the ovaries of primates, in- 
cluding man, differing thus from the gonado- 
trophins of the anterior pituitary lobe. The pres- 
ence of chorionic gonadotrophin in the urine 
of pregnant women is responsible for positive re- 
sults with the Aschheim—Zondek and Friedman 
tests for pregnancy. It may be detected in the 
urine 10 days after the first missed period. At 
this early stage there may be insufhcient gonado- 
trophin to cause a response in test animals, but 
after the second week the concentration is great 
enough to offer a reliable diagnostic test of 
pregnancy. The accuracy of these tests is about 
95 per cent. 

A rich source of gonadotrophic hormone was 
found by Cole and Hart in the blood serum of 
pregnant mares. In animals, this hormone pro- 
duces effects similar to those achieved by ex- 
tracts of the anterior pituitary gland. Thus it 
is capable of stimulating the germinative epi- 
thelium of the ovaries and testes in laboratory 
animals; it can induce ovarian growth in pri- 
mates and produce fertile ovulation in rats, cows, 
sows, and other animals. A number of investi- 
gators have produced ovulation in human beings 
with pregnant mare’s serum gonadotrophic hor- 
mone (equine gonadotrophin). However, the 
chances of producing ovulation in women who 
do not ovulate spontaneously are uncertain. 

There are two ovarian hormones, estrogen and 
progesterone. Estrogen or estrogenic substance 
is also known as the female sex hormone, 
theelin, Emmenin, Amniotin, Dimenformon, 
Progynon, Folliculin, and others. It is found in 
mature Graafian follicles, in corpora lutea, in the 
placenta, in the blood and urine during preg- 
nancy, and in huge quantities in the urine of 
stallions and pregnant mares. Estrogenic sub- 
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stances are also found in the urine of men, 
hence the so-called female sex hormone is not 
strictly a “female” hormone. Furthermore, since 
these substances may also be obtained from 
various plants, the hormone is not even a “sex” 
hormone. It is simply a hormone of prolifera- 
tion. Its primary action is to stimulate growth 
of the accessory sex organs, vagina, uterus, and 
breasts, and the growth properties are used in 
the therapy of dysfunction and bioassay of the 
estrogenic substance. 

Progesterone, the second ovarian hormone, 
is found almost exclusively in the corpus luteum, 
but some is also found in the placenta and in 
the adrenal glands of certain species. Like es- 
trone, it is a steroid; it is soluble and stable in oil 
and is usually given parenterally. A steroid, preg- 
neninolone, has been developed which possesses 
significant progestational activity when admin- 
istered orally. The oral dose is six times the hypo- 
dermic dose. 


Dysmenorrhea 


Among the various menstrual irregularities, 
we shall first consider dysmenorrhea. A com- 
plete history should be obtained and a care- 
ful physical examination should be made. The 
blood should be studied for anemia. Any de- 
ficiencies in diet and blood that are detected 
must be corrected. The basal metabolism may 
have to be determined. 

Since the psyche plays an important role in 
dysmenorrhea, the physician should try to dis- 
cover whether the patient has any fears, se- 
rious worries, or domestic difficulties. In nearly 
all instances of dysmenorrhea, suggestion and 
common sense must be used along with drugs 
and other remedies. 

Whenever a cause for the pain is found it 
should be removed. As a general rule, simple 
remedies should be tried first. This should in- 
clude suggesting that the patient occupy her- 
self during the menstrual period so as to keep 
her mind off the pain and not to expect it. 

A combination I have found to be highly ef- 
fective in relieving pain is the following: 


Acetylsalicylic acid . . . . 3gr. 
3 gr. 
Papaverine hydrochloride . . 1/4 gr. 
Atropine sulfate . . . . . 1/500gr. 


D T. D. caps. No. 20 
Sig: One capsule for pain every four hours. 
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Hormones are used extensively to relieve dys- 
menorrhea. It has been proved that Progestin, 
the corpus luteum hormone, relaxes the uterus. 
Therefore, on the theory that dysmenorrhea in 
many cases is due to spasms of the uterus, pro- 
gesterone is administered. Usually 5 to 10 mg. 
are given every second day during the 10 days 
preceding the menses. However, this is costly 
treatment and frequently fails. 

A much less expensive hormone which re- 
lieves many women of dysmenorrhea is diethyl- 
stilbestrol. The usual procedure is for the patient 
to take 1 mg. tablet every night for 15 nights be- 
ginning the first night of a menstrual flow. 
The 15 pills are to relieve the pain which would 
occur at the time of the next menstrual flow. 
The rationale of this therapy is that the hor- 
mone suppresses ovulation but not menstru- 
ation and it is a common observation that, with 
rare exceptions, only women who ovulate have 
dysmenorrhea. The patient is asked to repeat 
this treatment for two and sometimes three men- 
strual cycles and then skip a month. This treat- 
ment by no means offers permanent relief, 
and although it relieves the pain in a large pro- 
portion of patients, it often upsets the menstrual 
cycle or is followed by a profuse flow. 

If endocrine therapy fails to give relief, the 
insertion of a stem pessary in the cervical canal 
for two or three months will usually help to 
relieve painful menstruation for a year or more. 


Amenorrhea 


Amenorrhea, or the absence of menstruation, 
may be primary or secondary. When the menses 
have never appeared, the condition is primary. 
When the menses stop in a woman after she has 
menstruated more or less regularly, the condition 
is called secondary amenorrhea. 

The treatment of amenorrhea, especially the 
primary type, is most unsatisfactory. In cases 
of secondary amenorrhea, if a cause can be 
found, an effort should be made to remove it. 
Illnesses must be treated and the patient’s gen- 
eral resistance built up. In primary cases, when 
the uterus is not present, nothing can be done. 

In many cases of amenorrhea, periodic bleed- 
ing can be induced with hormones. Generally, 
however, this is a waste of time and money be- 
cause little is to be gained except the psychic ef- 
fect of seeing blood. Bleeding can be induced in 


amenorrheic women by giving estrogen alone or 
better still by giving estrogen and then proges- 
terone. Since this is purely substitutional therapy 
and usually has to be repeated as often as a 
bloody flow is desired, it is rarely indicated. 

Amenorrheic women who are not anxious to 
have babies should be told that they are as 
healthy as women who do menstruate and there- 
fore do not need treatment, especially since it is 
expensive and of no permanent benefit. 

A simple method of treating amenorrhea, 
which was recommended by Zondek, follows: 

1. In primary and in castration amenorrhea, 
0.5 to 1 mg. of estradiol benzoate and 10 mg. of 
progesterone are mixed in one syringe and given 
intragluteally daily for five days. The total dose 
of this five-day treatment will be 2.5 to 5 mg. of 
estradiol benzoate and 50 mg. of progesterone. 
Since in primary amenorrhea the introduction of 
progesterone alone is insufficient, the addition of 
estrogens is essential. 

2. In secondary amenorrhea, 10 mg. of pro- 


-gesterone is given intragluteally daily for five 


days, making a total of 50 mg. The duration of 
treatment may be shortened to two days by giv- 
ing 25 mg. daily. A further shortening is un- 
desirable. If economy is required, estrogens must 
be added. Zondek found that it is best to inject 
a total of 25 mg. of progesterone and 2.5 to 5 mg. 
of estradiol benzoate in two days. This is possible 
only in women with amenorrhea of less than 
two years’ duration. Secondary amenorrhea of 
longer duration requires 50 mg. of progesterone. 
The interval between the last injection and the 
commencement of menstruation varies from 72 
to 120 hours. . 

In women who do not ovulate and who also 
have a low basal metabolism, thyroid extract will 
yield far better results than any other hormone. 
However, when the basal metabolism is normal, 
thyroid is only occasionally successful in produc- 
ing ovulation. The production of ova can be 
stimulated by roentgen irradiation of the pitui- 
tary gland and ovaries. Many amenorrheic 
women so treated menstruate and also bear chil- 
dren. This form of therapy should be carried 


out only by an experienced roentgenologist. 


Menorrhagia 


Menorrhagia, or excessive menstrual bleeding, 
may be organic or functional in origin. The or- 
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ganic type may be due to the presence of pelvic 
inflammation, acute gonorrheal infection, sub- 
mucous fibroids, adenomyomas, intrauterine 
polyps, tuberculous endometritis, placental polyps, 
carcinoma, or other conditions involving the 
ovaries or uterus. 

Functional bleeding is nearly always of en- 
docrine origin. The exact source is unknown, but 
the ovaries, especially the follicle apparatus, play 
an important role. Hypothyroidism is frequently 
associated with this condition. Constitutional dis- 
ability and general illnesses may also lead to 
menorrhagia. In many cases of functional bleed- 
ing the endometrium presents the histologic pic- 
ture of hyperplasia, but any type of endometrium 
may be found. 

Bleeding between the periods, or metrorrhagia, 
is strongly suggestive of carcinoma, which must 
always be ruled out regardless of the patient's 
age. Other causes of metrorrhagia or intermen- 
strual bleeding are retained products of concep- 
tion, extrauterine pregnancy, and polyps. 

Irregular bleeding just before or during the 
menopause should always arouse a suspicion of 
malignancy. In nearly all cases it is imperative 
to perform a curettage to rule out cancer, even 
though in most instances the irregular bleeding 
is due to the change of life. Such a curettage 
must be done thoroughly because a minute can- 
cer may be present. Hence an office endometrial 
biopsy should never be considered sufficient to 
rule out a malignant process in the body of the 
uterus. In most cases of carcinoma of the endo- 
metrium, just as in instances of uterine polyps 
and submucous fibromyomas, hysterography will 
clearly reveal the pathologic condition. 

When a cause for profuse menstrual bleeding 
is discovered, it should be removed if possible. 
This may mean removal of a submucous fibroid, 
a polyp, inflammatory adnexal masses, or even 
the entire uterus. 

Treatment of severe functional bleeding is dif- 
ficult in young women but simple in those at 
or near the menopause. In the older group, a 
curettage should be performed to rule out a ma- 
lignant process and 50 mg. of radium may be 
inserted into the uterus for 36 hours. This is al- 
most a sure cure for functional bleeding at the 
climacteric. 

In young women, one should rarely ever resort 
to radiation therapy, first, because ovarian func- 


tion must be abolished to stop the bleeding and 


this produces change of life with its disagreeable 
symptoms and, second, bleeding may recur. Gen- 
eral measures should be used; these include rest 
in bed at the time of the menses, proper diet 
and drugs to restore the blood which is lost; in 
severe cases, blood transfusions may have to be 
given. Sometimes oxytocics, such as ergot, ergo- 
novine, and pituitary extract are beneficial. Re- 
peated curettage cures some patients. In young 
girls, every effort should be made to avoid an 
operative procedure, even curettage, unless it is 
absolutely essential. In most patients the menses 
regulate themselves spontaneously after a num- 
ber of months or years; young girls must be 
helped while waiting for this to occur or serious 
symptoms may result from anemia. 

Hormones are used to try to check excessive 
menstrual bleeding. The pituitary-like hormones 
from the urine have been successful in some 
cases. The usual dose is 200 to 400 LU. or R.U. 
given hypodermically every day or every second 
day until the bleeding has stopped, then a few 
doses prophylactically for a week or two longer. 
A more efficacious hormone is testosterone pro- 
pionate. To check uterine hemorrhages it is 
necessary to give 25 to 30 mg. every second day 
for at least a month. Most women who receive 
this amount of testosterone propionate will show 
signs of symptoms of virilism; they must be 
warned of this. The symptoms nearly always 
disappear after the treatment is stopped. 

In cases of abnormal bleeding in which cancer 
and other conditions have been ruled out, pref- 
erably by curettage, the patient should take 5 
mg. of diethylstilbestrol every night for 20 to 30 
nights. If the bleeding is profuse, she should 
take 10 to 15 mg. three or four times a day until 
the bleeding subsides and then 5 mg. every night 
for a week longer. Some women cannot take 
diethylstilbestrol because of the disagreeable side- 
effects. In such instances other oral preparations 
should be used and, if necessary, hypodermic 


medication. 


Premenstrual Tension and Distress 


A great number of apparently normal women 
undergo considerable suffering from a variety of 
causes during the week or so preceding the men- 
strual flow. With the onset of menstruation, this 
premenstrual distress disappears. The distress 
occurring at this time may be due to one or sev- 
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eral of the following causes: headache, nausea, 
bloating of the abdomen, fullness and pain in 
the breasts, emotional disturbances, edema of the 
vulva, and frank edema of other tissues of the 
body. Although the disagreeable character of 
premenstrual distress is, in many women, suf- 
ficiently mild to be tolerated, in others it in- 
duces considerable misery. Often patients suffer 
severe psychic alterations. This condition has 
been termed premenstrual tension, supposedly a 
distinct clinical entity. However, Freed and I 
have noted all gradations in severity of symp- 
toms during the premenstrual period and it has 
been difficult to draw a sharp line between 
premenstrual distress and premenstrual tension. 
Owing to the similarity of symptoms, we con- 
cluded that premenstrual tension is an extreme 
degree of premenstrual distress rather than a 
separate syndrome. 

On the basis of our hypothesis that premen- 
strual distress results from tissue edema, we have 
attempted to institute therapy whereby the ex- 
cess sodium and associated fluid are withdrawn. 
For this purpose we administer ammonium chlo- 
tide by mouth, a salt frequently used for re- 
moval of edema fluid in cardiac and renal dis- 
turbances, although not in the usual diuretic 
doses. 

Patients with premenstrual tension are ad- 
vised to refrain from adding table salt to their 
food during the last two weeks of the menstrual 
cycle. During this time they are given 0.6 Gm. 
of ammonium chloride three times daily. A large 
number of women have been treated by this 
simple remedy, and nearly all of them have been 
relieved of premenstrual distress. 

Another simple and effective agent is testos- 
terone propionate. The patient may be given 25 
mg. hypodermically on the tenth and the third 
day before the expected menstruation, or, better 
still, she can take a 10 mg. tablet of methyl 
testosterone daily for 10 days preceding the ex- 
pected onset of the menstrual flow. 


The Climacteric or Menopause 


The term climacteric is generally used as a 
synonym for the word menopause, although the 
two terms are not synonymous. The word meno- 
pause simply means the physiologic cessation of 
the menstrual flow, whereas the term climacteric 
refers to a period in the life of every woman 


who lives after many somatic, endocrine, and 
psychic changes have taken place. 

Despite the fact that the climacteric has been 
called the critical age, the vast majority of women 
can be relieved of most of its symptoms. It is of 
prime importance to take sufficient time to have 
one or more talks with a woman who complains 
of menopausal symptoms. If possible, these talks 
should take place a year or two before the meno- 
pause. 

Most women who approach 45 years of age 
are considerably disturbed mentally not only 
because they believe that they are getting old in 
years but more especially because they feel that 
their useful and sexual lives are drawing to a 
close. They know that certain physical changes 
have been taking place, such as slight or pro- 
nounced graying of the hair, deposition of fat 
in various parts of the body, and perhaps changes 
in the type of menstrual flow. They believe that 
they will lose all their attractiveness and their 
libido. It it only natural that they should worry 


‘about this state of affairs. This starts a vicious 


cycle, for the more upset the women are men- 
tally, the more aggravated are the nervous and 
other symptoms which begin to appear with the 
climacteric. 

It is the physician’s duty to break up this 
vicious cycle and to educate women as to the 
exact nature of the change. Women should be 
told that this period occurs in the lives of all 
females who reach 50 and beyond, and that most 
of them retain their sexual desires after the 
menses cease because sexual pleasure does not 
depend on the presence of functioning ovaries. 
Most of the annoying symptoms can be relieved. 

Since conversations, education, and encour- 
agement alone do not suflice to relieve women of 
hot flushes, perspiration, sleeplessness, constipa- 
tion, and other disturbing symptoms, one must 
prescribe proper diet, mild exercises, regularity in 
living, and new interests in life. In addition, mild 
sedatives such as sodium bromide and pheno- 
barbital must be given occasionally to tide the 
patient over bad periods. However, the most im- 
portant therapy is the administration of estro- 
genic hormones. 

The estrogenic hormones may be administered 
in many ways, but the most practical are by 
mouth and by hypodermic injection. Nowadays, 
with potent and cheap oral preparations avail- 
able, the majority of women who require estro- 
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gen therapy can be relieved of most of their 
symptoms by oral medications. Among the best 
preparations are the synthetic drugs, particularly 
diethylstilbestrol (popularly known as stilbes- 
trol). Since these substances, especially diethyl- 
stilbestrol, in overdosage produce disagreeable 
side-effects such as nausea, vomiting, and ab- 
dominal pain, it is best to have the patient begin 
with a small dose. Likewise, since any discom- 
fort produced by these synthetic preparations oc- 
curs a few hours after they are taken, it is best 
for the patient to take the medication at bed- 
time. (These synthetic hormones can produce 
the distressing symptoms even when given hypo- 
dermically.) 

A satisfactory nightly dose of diethylstilbestrol 
is 0.2 to 0.5 mg., of Hexestrol 1 to 2 mg., of 
Benzestrol 5 mg., and of Estinyl 0.05 mg. Since 
all estrogens, but especially the highly potent 
synthetic ones, tend to cause bleeding from the 
uterus when taken even years after the cessation 
of menstruation, women should be warned not 
to take these hormones continuously. An excel- 
lent and simple rule for patients to follow is to 
take one tablet every night for 20 nights, stop 
for 10 nights, resume for 20 nights and so on. 
As soon as the menopausal symptoms are re- 
lieved, the medication should be taken every 
second night, then less often and finally stopped 
altogether. If the menopausal symptoms do not 
disappear after the prescribed dose has been 
taken and there are no disagreeable side-effects, 
the dose should be increased. Again, however, 
both the amount and frequency should be de- 
creased as soon as relief is obtained. 

The synthetic estrogens are exceedingly potent 
and inexpensive but not all women can take 
them because of the distress which they produce. 
These women may be given other oral prepara- 
tions such as theelin, Amniotin, Menformon, 
estriol, Estinyl, Progynon, Ovocylin, Emmenin, 
Premarin, etc. 

Some women with menopausal symptoms 
should not be treated with estrogens. This group 
includes those who have had a cancerous breast 
or other cancer removed, women who have been 
castrated surgically or by irradiation for en- 
dometriosis, and women who bleed following 
the use of estrogens. In the cancer group there 
is perhaps a risk of the recurrence of the malig- 
nancy. In the group who had endometriosis the 
estrogens can readily reactivate any remaining 
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endometriotic tissue, and in the women who 
bleed following estrogen therapy there is not 
only the blood loss to be considered but also 
the uncertainty that malignancy may be present. 
Unfortunately, uterine bleeding is produced by 
estrogen therapy in many women in the meno- 
pause. Naturally, in women past the menopause, 
cancer of the endometrium should be suspected 
and this cannot be ruled out definitely except by 
curettage. Therefore, the injudicious use of the 
estrogens for menopausal symptoms will lead to 
many unnecessary operations. On the other hand, 
some instances of carcinoma of the uterus will 
be overlooked until too late because physicians 
may assume that the bleeding that follows estro- 
gen therapy is due to the medication and not to 
a neoplasm. 

Women who cannot tolerate or should not be 
given estrogens because of previous cancer or 
endometriosis can obtain some relief from the male 
hormone. From 10 to 25 mg. of testosterone pro- 
pionate may be given hypodermically once or 
twice a week for four to six weeks. But methyl 
testosterone taken orally (10 to 20 mg. every 
day) is preferable to hypodermic injections and 
less expensive. To some patients in whom bleed- 
ing results from the use of esttogens, I give a 
combination of estrogen and male hormone. 
Usually 10 mg. of methyl testosterone is pre- 
scribed with each 0.25 mg. tablet of diethyl- 
stilbestrol. 


Senile Vaginitis 


By the term senile vaginitis is meant a non- 
specific inflammation of the vagina which occurs 
after the menopause. It usually is observed in 
elderly women but may be seen in young women 
who have been castrated by surgery or radiation 
therapy. For this reason, M. E. Davis suggests 
the name “postmenopausal vaginitis” rather than 
senile vaginitis. 

The symptoms of senile vaginitis are generally 
a vaginal discharge which produces a burning 
sensation, burning on urination, often pruritus 
vulvae and pelvic discomfort. The discharge is 
usually watery and whitish but may be blood 
tinged. Sometimes there is excoriation of the skin 
on the vulva, anal region, and inner parts of the 
thighs. 

Diagnosis is easy. The patient has either had 
a natural menopause or was castrated. Vaginal 
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examination reveals punctate superficial bleed- 
ing areas and thin adhesions between the walls 
of the vagina. In most instances these adhesions 
can be broken down easily. The vagina is much 
narrower than normal, the introitus is tight and 
the trauma incident to digital examination 
usually causes bleeding. Frequently the cervix 
cannot be felt. Sometimes even one finger in 
the vagina causes discomfort because of tightness. 

Treatment consists of the administration of 
estrogen, as advocated by Davis. The basis of this 
treatment is the restoration of the senile vaginal 
mucosa to that of a normal premenopausal con- 
dition. Estrogen accomplishes this, but unfor- 
tunately the change is not permanent. 

All routes of administration—oral, hypodermic, 
and local—of estrogens are helpful. One of the 
synthetic estrogens may be prescribed; the dose 
should be about the same as for hot flushes and 
perspiration. If the condition does not improve 
after two weeks the dose should be increased. 
Local application of estrogen is most helpful in 
these cases; the best way to apply the medication 
is in the form of a suppository. Many such 
suppositories are available commercially. 

When there is considerable pruritus and it is 
not controlled by oral, hypodermic, or vaginal 
administration, a salve containing estrogenic sub- 
stance should be prescribed. A very effective 
salve is one which contains | mg. of diethylstil- 
bestrol to each gram of ointment. Usually relief 
is obtained within two weeks after treatment is 
started. After therapy is stopped, there may be 
a recurrence and more estrogen will have to be 
prescribed. A number of courses may have to 
be administered; in these patients there is danger 
of uterine bleeding, hence caution is required. 


Pruritus Vulvae 


Pruritus of the vulva is a symptom and not a 
disease entity. It may be due to a variety of 
causes, the most common of which, other than 
kraurosis or leukoplakia are: pregnancy, glyco- 
suria, moniliasis, trichomonal vaginitis, gonor- 
thea, obesity, menopause, uncleanliness, mastur- 
bation, pediculosis, senile vaginitis, eczema, 
incontinence of urine, fistula in ano, morphin- 
ism, neurodermatitis, and constitutional diseases 
such as jaundice, Hodgkin’s disease, and leu- 
kemia. Itching of the vulva may vary from a 
mild irritation to a most distressing affliction. 


The pruritus is usually worse during the night, 
although many women troubled with pruritus 
vulvae suffer both day and night. The frantic 
desire to scratch not only aggravates the condi- 
tion but can lead to serious skin changes. 

The treatment of pruritus depends on the 
cause, which usually is easy to determine, and 
its removal generally brings relief. In some cases 
either the cause cannot be found or the etiologic 
agent cannot be removed immediately as, for 
example, the itching associated with pregnancy 
and that accompanying obesity. 

In these patients, symptomatic treatment must 
be given at least for a while. Of greatest impor- 
tance is cleanliness, not only after each urination 
and bowel movement but at all times. In cleans- 
ing the vulva there must be no rubbing, only 
patting, preferably with soft toilet paper, soft 
cotton, or soft tissue. If the itching of the vulva 
is due to the presence of Monilia, Trichomonas, 
gonorrhea, the menopause, senile vaginitis, or 
kraurosis vulvae, these conditions must be treated 
along prescribed lines. 

In every case of pruritus vulvae it is essential 
to obtain a complete history and to make a 
thorough general and local examination. Regard- 
less of the detection of an apparently local cause 
for the itching, the urine should always be ex- 
amined for the presence of sugar. In some pa- 
tients pruritus vulvae is the symptom which 
leads to the discovery of diabetes. Even if sugar 
is found in the urine, the vaginal secretion must 
be examined because in a large proportion of di- 
abetic women who have pruritus of the vulvae 
the cause of the itching is not the glycosuria but 
a monilial infection. Naturally women with di- 
abetes must be treated for their diabetes as if 
there were no pruritus vulvae since such im- 
provement benefits the local condition. 

When pruritus occurs in women past the 
menopause, hormone therapy gives relief. This 
may be in the form of preparations for oral use, 
such as diethylstilbestrol or other synthetic drugs, 
or natural estrogens to be given hypodermically. 
The doses are the same as for menopausal symp- 
toms. Additional relief from the pruritus may be 
obtained by applying a salve containing estrogen 
to the vulva. 

In intractable cases of pruritus vulvae which 
do not respond to conservative measures, roent- 
gen therapy has been tried, but the results are 
most unsatisfactory. 
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Kraurosis Vulvae 


The treatment of choice for kraurosis vulvae is 
vulvectomy. The reason for this radical pro- 
cedure is that unless therapy is effective in re- 
moving the condition, a carcinoma will develop 
in about half the women after a number of 
years. Roentgen therapy has not been successful. 

Kraurosis vulvae can be treated successfully by 
means of hormones given for short periods. The 
hormones which appear to be specific for tem- 
porary relief, at least, are the estrogens. It is 
advisable to start with large doses and then de- 
crease the dosage. During the first three weeks 
the patient should receive 10,000 rat units 
(50,000 I.U.) every third day. After this, 2,000 
rat units (10,000 I1.U.) should be given three 
times a week for at least six weeks. During the 
first few weeks, there is decided improvement 
in the appearance of the kraurotic area and also 
in the itching. However, in most cases some 
local therapy, which may be in the form of oint- 
ments containing estrogen, is also necessary. The 
patient must be warned that profuse bleeding 
may occur after the estrogenic hormones have 
been administered for some time or after the 
hormone therapy has been stopped. If the bleed- 
ing is serious, the hormones must be discon- 
tinued for a while and resumed later. 


Premarital Instruction 


In concluding this paper, I should like to say 
a word about a duty which many physicians neg- 
lect. I feel it is the responsibility of the medical 
profession to acquaint young people who are pre- 
paring for marriage with the necessary informa- 
tion about the physical and emotional aspects of 
married life. In many states, it is compulsory to 
prove the absence of syphilis and gonorrhea be- 
fore a marriage license is granted. When young 
people come for these tests, physicians have an 
excellent opportunity to discuss the matter of 
the sexual relationship. Even in states where 
there are no laws demanding certificates of good 
health before marriage, physicians should help 
to educate prospective brides and grooms con- 
cerning the necessity of premarital advice. If 
all physicians will take the time and trouble 
to discuss this very important subject, a great 
deal of marital unhappiness and some divorces 
will be prevented. Physicians should realize that 
their office is not only a place of business, but 
also a place in which much mental and spiritual 
relief can be given. 


The material for this article is essentially from the book, 
Office Gynecology, written by the author. Permission 
has been obtained from The Year Book Publishers, In- 
corporated, Chicago. 


The Present Status of... 


IN spite of the virtual disappearance of typhoid 
fever in civilized countries, the problem of the 
chronic typhoid carrier still remains with us. 
Every conceivable method of treatment has been 
tried, usually with no result. Of course, people 
who carry the typhoid bacilli in their bile can 
usually be cured with a cholecystectomy. But 
it is not always possible to talk a carrier into 
having his gallbladder removed. He may prefer 
not to take the risk to life that goes with a chol- 
ecystectomy. 

In an article in the Annals of Internal Medi- 
cine for August, 1950, J. A. Vaichulis and his 
colleagues reported studies in which 62 chronic 


carriers were treated with practically every one 
of the new antibiotics. In a previous study the 
doctors reported an investigation of another 60 
patients of the same type. 

Treatment with a combination of massive 
doses of penicillin with carinamide, a mixture 
of 3 sulfonamides and tetriodophenolphthalein, 
was effective in 8 out of 42 cases. The best re- 
sults were obtained with an aqueous suspension 
of typhoid-inhibiting, Gram-positive spore- 
forming bacillus resembling Bacillus subtilis. 
When such a suspension was fed to each of 25 
carriers, 19 were cured. All of the six who failed 
to get relief were biliary carriers. 
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TUBERCULOSIS 


BY MARTIN 5. SOKOLOFF, M.D. 
Philadelphia, Pennsylvania 


Tue steadily decreasing death rate from tubercu- 
losis during the past fifty years has been one of 
the most gratifying achievements in medical his- 
tory. Despite the fact that specific prophylactic 
or therapeutic agents for use against it are not 
yet available, it is not improbable that this widely 
prevalent disease may soon be brought under 
complete control. Increasing vigilance on the 
part of physicians, dissemination of pertinent 
public health information among the laity, and 
intensified public health programs are largely 
responsible for the excellent progress made in 
this direction. 

However, the satisfaction that can be derived 
from the declining tuberculosis mortality rate 
must be tempered, in part, by knowledge of the 
fact that the number of new cases being dis- 
covered is definitely rising. Thus, in the years 
between 1940 and 1947, the number of deaths 
from tuberculosis in the United States declined 
20 per cent while in the same period the num- 
ber of reported cases increased 33 per cent. The 
reason for this somewhat paradoxical situation 
is not clear. Some attribute it to the expanding 
use of x-ray surveys, but this program is not 
the only cause. Certainly other factors, environ- 
mental, social, and economic, also have an im- 
portant bearing. 

Although many unsolved problems in tuber- 
culosis remain, our knowledge of some phases of 
the disease has increased tremendously during 
recent years. This is particularly true with re- 
gard to therapy. New developments and refined 
technics have produced radical changes in the 
management of the condition in all but its 
basic aspects. Modern therapeutic regimens make 
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extensive use of antimicrobial agents, collapse 
measures, and a wide variety of surgical pro- 
cedures. All of these tend to shorten the active 
period of the disease and, as a result, patients 
who soon learn about such things often prefer to 
remain in their own communities for treatment, 
rather than to seek admission to institutions lo- 
cated at great distances from their homes. On the 
other hand, many patients in desperate need of 
institutional care, either for treatment or for iso- 
lation purposes, cannot be accommodated. This 
condition now prevails in a significant number of 
metropolitan areas where the construction of hos- 
pital facilities for the tuberculous has not kept 
pace with the increase in newly-discovered cases. 

The changing picture in tuberculosis has 
placed the family physician in the position 
where he must assume a leading role in the pro- 
gram to control the disease. To a great extent, 
the responsibility for making the diagnosis has 
always been his and now the additional task of 
supervising treatment is being shifted to him 
with increasing frequency. A thorough knowl- 
edge of the newer concepts and developments 
in the treatment of pulmonary tuberculosis is 
therefore of the utmost importance. 


General Considerations in Treatment 


Climate. There is no ideal climate for the pa- 
tient suffering from pulmonary tuberculosis. 
While it is true that an equable climate is de- 
sirable, there is generally no need to send pa- 
tients to any particular region in the hope that 
climatic conditions will contribute to a speedy 
recovery. Similarly, altitude is not of very great 
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importance. The recovery rate in institutions 
situated at sea level compares favorably with the 
results obtained in those located in mountainous 
districts. 

Good medical and nursing care together with 
complete patient co-operation form the founda- 
tion for cure in tuberculosis. These influences 
exert their effect in any climate. 

Bed Rest. Rest is the basic and most important 
single factor in the treatment of tuberculosis. 
Bed rest favorably influences both local and sys- 
temic symptoms. This particular phase of the 
treatment is often very trying and difficult to 
carry out, especially when the patient is of an 
active temperament and is not feeling particu- 
larly sick. As long as there is fever or tachy- 
cardia, bed rest must be enforced, but in the 
absence of these symptoms, the rest rule may 
be relaxed slightly by permitting the patient to 
sit up in bed for a few hours daily or to walk 
to the bathroom once or twice each day. 

It is advisable to insist upon an initial period 
of bed rest of at least several months’ duration 
for all patients, even for those who are afebrile. 
This gives the physician an opportunity to study 
the patient thoroughly and gives the patient a 
period in which to become adjusted to the long, 
rigid routine which he must necessarily follow. 

Diet. During the course of the years many 
types of diet and individual foods have been 
recommended for tuberculosis patients. It is 
now recognized that there is no particular diet 
or food which has any special value in tuber- 
culosis. A well-balanced diet of about 3,000 cal- 
ories daily will be required by the average adult 
patient. Food should be carefully prepared and 
served in an appetizing manner, particularly for 
those who find difficulty in eating. Milk has no 
specific value and its consumption in large quan- 
tities is unnecessary. Supplemental vitamins are 
usually indicated. 

If the patient is very much underweight, the 
diet should be planned with a view of correcting 
this deficiency. The practice formerly in vogue, 
of endeavoring to have the patient gain an ex- 
cessive amount of weight, is not only unneces- 
sary but dangerous, since it imposes the addi- 
tional hazard of obesity. In tuberculosis, the op- 
timum weight is about 10 per cent above what 
is usually regarded as normal. 

Sunlight. While the rays of the sun may have 
some beneficial effect on certain forms of extra- 


pulmonary tuberculosis, it is generally agreed 
that direct sunlight can be distinctly harmful 
in tuberculosis of the lungs. Aggravation of 
symptoms and an adverse effect on local lesions 
often follow severe sunburn. The deleterious ef- 
fects are more evident when the exposure is 
directly to the patient’s chest. The belief that 
exposure to the sun is beneficial in pulmonary 
tuberculosis is a common one, and patients must 
be specifically warned against it. 

Pulmonary tuberculosis is a disease character- 
ized by exacerbations and remissions. Its clinical 
course is exceedingly variable and dependent 
upon many diverse factors. Some patients pre- 
sent few symptoms, others are continually 
plagued by a variety of symptoms, local as well 
as systemic. To treat these manifestations merely 
because the patient complains of them may do 
more harm than good. If symptoms are severe, 
an attempt should be made to relieve them by 
nursing care, physical methods, and drug ther- 
apy as indicated. If symptoms are mild, psycho- 


therapy is often of great value in controlling 


them. Patients can be taught, with the expendi- 
ture of a little extra time on the part of the 
physician, which symptoms are unimportant and 
require no special attention. In this way, the 
necessity for frequent administration of drugs 
which might interfere with the appetite and 
disturb digestion can be avoided. 


Cough 


Productive cough is necessary and no attempt 
should be made to suppress it by sedatives. 
Cough without expectoration is not only an an- 
noyance, but may also be a useless expenditure 
of strength and energy. The amount of cough 
can often be decreased considerably by instruc- 
ting the patient to try to restrain the impulse as 
much as possible. If cough is persistent, par- 
ticularly if there is evidence of laryngeal in- 
volvement, smoking should be prohibited. Parox- 
ysms are occasionally relieved by a few sips of 
water or milk. 

Distressing cough can sometimes be alleviated 
by steam inhalations. The addition of creosote, 
menthol, or compound tincture of benzoin may 
make the vapor more soothing. 

Postural drainage is helpful for patients who 
have persisting pulmonary cavities, particularly 
those with lower-lobe disease. This tends to pro- 


GP © Volume Ill, Number 2 


- 

68 


mote drainage of sputum and may prevent severe 
bouts of coughing. The simplest method is to 
elevate the foot of the bed 10 or 12 inches above 
the floor by means of blocks. It might also be 
done by having the patient hang from the hips 
over the side of the bed with the head near the 
floor. The position should be maintained for 
from 15 to 30 minutes or until the retained 
sputum is dislodged. This particular type of 
drainage is most effective when performed be- 
fore retiring at night and upon awakening in 
the morning. 

In general, expectorants and cough syrups 
should be avoided. They ‘are of questionable 
value and tend to interfere with digestion. If 
the cough is severe, codeine sulfate in doses of 
0.015 to 0.03 Gm. (% to % gr.) or Dilaudid 
hydrochloride 0.004 Gm. (1/16 gr.) may be 
given orally every 3 or 4 hours for short periods 
of time. As there is a danger of habit formation, 
these drugs should be discontinued as soon as 
possible. Milder sedatives such as bromides 
should be substituted if further medication is 
necessary. Harassing, nonproductive cough, 
particularly when there is reason to suspect the 
presence of a complicating allergic state, is often 
relieved by the administration of bronchodilator 
drugs. These may be given orally, sublingually, 
or by oral inhalation using a hand-bulb nebu- 
lizer. For this purpose, Orthoxine hydrochloride 
100 mg. tablets may be administered orally 4 or 
5 times daily, or Isuprel hydrochloride 10 or 15 
mg. tablets may be given sublingually 3 times 
daily. The latter drug is also available in solu- 
tion for inhalation therapy. 


Chest Pain 


Chest pain may be due to many causes. Vague 
pain, difficult to localize and usually unaffected 
by breathing is a common complaint. It is prob- 
ably due to either fibrositis or myositis. As a rule 
it is transient and no treatment is required. Oc- 
casionally, heat in the form of a hot water bottle 
or an electric pad applied to the chest wall is 
helpful. 

Pain due to acute pleurisy is characteristic. 
Applying a tight binder or strapping the chest 
with adhesive plaster may be necessary. For per- 
sistent pain, acetylsalicylic acid 0.3 to 0.6 Gm. 
(5 to 10 gr.) may be given every 3 or 4 hours. 
Codeine sulfate 0.015 Gm. (% gr.) should be 
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added if the pain is severe. If fever is present, 
rest in bed is indicated. 

Severe chest pain in pulmonary tuberculosis 
may be present in association with spontaneous 
pneumothorax. This complication is seen more 
frequently in those receiving artificial pneumo- 
thorax therapy. Prompt relief can usually be ob- 
tained by the removal of the air from the pleural 
cavity. This is done by introducing a 20-gauge, 
2-inch needle into the pleural space and using 
a 50 cc. Luer syringe to withdraw the air. Ade- 
quate local anesthesia at the site of puncture is 
desirable and for this purpose a 1 per cent solu- 
tion of procaine is used. The procedure may 
have to be repeated if the air reaccumulates. 
Should intermittent removal of air fail to give 
relief, continuous decompression must be ap- 
plied. For this purpose, an indwelling needle is 
anchored through the chest wall, with the point 
projecting not more than ¥% inch into the pleural 
cavity. A long piece of rubber tubing is attached 
to this needle and the free end of the tube is 
placed under water in a bottle which is hung 
from the side of the bed. Decompression must 
be continued until air no longer bubbles through 
the water. If there is severe pain, it may be nec- 
essary to give morphine sulphate hypodermically. 


Hemorrhage 


Bleeding from the lungs in tuberculosis may 
vary in amount from a few drops of blood barely 
visible in the sputum to massive hemorrhages 
producing asphyxia or exsanguination. Fortu- 
nately the latter occurrences are rather un- 
common. 

Complete rest in bed is imperative when 
hemoptysis occurs and strict adherence to this 
regimen must be insisted upon. The patient 
may assume any position in bed which is most 
comfortable but should refrain from moving as 
much as possible. Because they can expectorate 
more easily and take food with a minimum of 
effort, many prefer a semireclining position. 
Bed rest must be continued for at least 4 to 7 
days after all traces of blood have disappeared 
from the sputum. 

Most patients are considerably alarmed by 
the sight of blood and must be quieted and re- 
assured. This is perhaps the most important func- 
tion to be performed by the physician in this 
emergency. A few moments spent in explain- 
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ing that the amount of blood loss is usually not 
serious and that the bleeding will probably sub- 
side within a short time, may do more good 
than any medication which can be prescribed. 

A light ice bag placed on the patient's chest 
often has a beneficial psychic effect. Cracked 
ice held in the mouth may ease the cough which 
is apt to be severe during the active phase of 
the hemorrhage. 

As long as the bleeding continues, the diet 
should consist of easily digested food but hot 
soups and liquids are to be avoided. Mild saline 
laxatives are indicated to prevent straining at 
stool. 

At this time administration of narcotics to 
allay fear or control cough can be distinctly 
harmful because of the depression of the cough 
reflex. Such therapy may lead to retention of 
blood clots or sputum with the subsequent de- 
velopment of aspiration pneumonitis or spread 
of tuberculous infection to uninvolved portions 
of the lung. Codeine sulfate 0.015 Gm. (% gr.) 
orally or hypodermically every 3 or 4 hours for 
several doses may have to be given if the cough 
is severe, but it should be discontinued as soon 
as possible. Morphine should never be given. 
For nervousness or cough, phenobarbital or 
bromides may be prescribed. 

There is no evidence to indicate that any 
particular drug has any direct effect on the 
bleeding. Most of those recommended for this 
purpose are of questionable value. Among this 
group may be mentioned ergot, atropine, cal- 
cium, and hemostatic sera. Vitamin K is of value 
only if the prothrombin time is prolonged. 

If the bleeding is severe and does not respond 
to other measures of control, induction of ar- 
tificial pneumothorax is indicated. Introduction 
of relatively large amounts of air into the pleural 
cavity of the side where the blood is originating 
may collapse the lung and compress the bleeding 
area. When bleeding is prolonged or excessive, 
small transfusions of whole blood are beneficial. 


Dyspnea 
In tuberculous pneumonia or hematogenous 
pulmonary tuberculosis severe dyspnea is a com- 
mon symptom. In chronic pulmonary tubercu- 
losis, even in far-advanced disease, breathless- 
ness may be apparent only on exertion. The ap- 
pearance of urgent dyspnea in these patients is 


due usually either to development of tuberculous 
pneumonia, hematogenous extension of the dis- 
ease, the formation of a large pleural effusion, or 
a spontaneous pneumothorax. 

Whenever acute exudative processes are pres- 
ent, simultaneous administration of streptomycin 
and para-aminosalicylic acid, as described later, 
is mandatory. If the shortness of breath is due 
to effusion or pneumothorax, aspiration of the 
fluid or air is indicated. In many instances the 
use of an oxygen tent is necessary. 


Loss of Appetite 


Loss of appetite is a common symptom, difh- 
cult to control. Careful selection and preparation 
of food is helpful. A cocktail or a small glassful 
of wine taken before the main meal occasionally 
stimulates a desire for food. The injection of 5 
to 10 units of insulin after each meal has been 
recommended for the same purpose. Two or 
three brewer's yeast tablets taken 3 or 4 times a 


- day seem to help some patients. So-called tonics 


are of questionable value. 


Gastrointestinal Disturbances 


Symptoms referable to the gastrointestinal 
tract vary in degree from simple anorexia to se- 
vere episodes of vomiting, abdominal pain, con- 
stipation, or diarrhea. They may be due either 
to faulty diet, psychogenic factors, toxemia, to 
extension of the disease to the intestines or peri- 
toneum, or to a combination of these conditions. 

In the control of these symptoms regulation of 
the diet is of the utmost importance. Overfeed- 
ing must be guarded against. Constipation should 
be corrected by suitable changes in the diet and 
by the use of mild laxatives such as mineral oil 
or cascara. If diarrhea is present, the fat content 
of the diet must be reduced and milk withheld. 

Drug treatment of digestive tract symptoms 
occurring in tuberculosis is not too satisfactory. 
Simple remedies such as antacids, and mild seda- 
tives such as phenobarbital, may be used when 
indicated. For diarrhea, bismuth in various forms 
is useful. Because of the possibility of long-term 
persistence of the symptoms, the use of opiates 
to control pain and diarrhea is unwise. An excep- 
tion to this may be made, however, in patients 
with terminal disease. 

When the symptoms are due to toxemia or to 
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spread of the disease to the abdominal contents, 
streptomycin alone or in combination with para- 
aminosalicylic acid should be given. The possi- 
bility that the latter drug may in itself produce 
gastrointestinal irritation must be kept in mind. 


Fever and Night Sweats 


Bed rest is most important for fever encoun- 
tered as a feature of tuberculosis. Antipyretic 
drugs should not be used. Cool sponge baths 
and alcohol rubs add to the patient's comfort. 
In some, the induction of artificial pneumo- 
thorax, the administration of antibiotics, or a 
combination of these procedures often exerts a 
favorable influence on temperature. 

Regulation of bedroom temperature and avoid- 
ance of heavy uncomfortable bed coverings are 
of value in controlling night sweats. Drug treat- 
ment is unsatisfactory. Atropine sulfate 0.4 mg. 
(1/150 gr.) given before retiring may help. The 
bedding and clothing should be changed as 
soon as they become wet. When diaphoresis is 
profuse this must be done several times a night. 


Antimicrobial Agents 


The administration of chemotherapeutic agents 
can achieve prompt and dramatic symptomatic 
improvement in some types of pulmonary tuber- 
culosis. A favorable response to these drugs is 
characterized by reduction in fever, decrease in 
cough and expectoration, lowered incidence of 
hemoptysis, improvement of appetite, weight 
gain, and a general feeling of well-being. In ad- 
dition, there may be decreased infectiveness of 
the sputum and lowered sedimentation rate. 

Sulfones. Promin, Diasone, and promizole, 
compounds of the sulfone series, possess definite 
tuberculostatic properties. They are not suitable 
for routine use in tuberculosis, however, because 
of their toxicity when administered in therapeu- 
tically effective doses. 

Streptomycin and Dihydrostreptomycin. These 
are universally recognized as the most valuable 
chemotherapeutic agents in tuberculosis. The lat- 
ter drug was introduced because it was con- 
sidered to be less neurotoxic than the former. 
Recent studies suggest that this may not be so, 
but until there is definite evidence to the con- 
trary, they should be regarded as of equal value. 


These antibiotics are most effective in acute 


GP @ February, 1951 


miliary tuberculosis, tuberculous pneumonia, 
and in chronic pulmonary tuberculosis when the 
lesions are predominately exudative. They are 
not of much use in fibroid or fibrocaseous dis- 
ease unless lesions of recent origin are also pres- 
ent. It must be kept in mind that antibiotics are 
not to be used as substitutes for traditional 
methods of treatment but are to be considered 
as adjuvants to such measures as bed rest and 
collapse therapy. 

The usual dose is 1 Gm. daily, injected deeply 
into the buttocks. A course of treatment is from 
42 to 60 days. Recently, the injection of 1 Gm. 
every third day for a period of 120 days has 
been recommended. 

Side reactions of varying intensity sometimes 
occur. Most important among these are eighth- 
nerve impairment producing vertigo and deaf- 
ness, allergic phenomena such as chills, fever, 
and skin eruptions, and renal changes with al- 
buminuria and casts. In general, these reactions 
diminish or disappear entirely, following reduc- 
tion in daily dosage or temporary withdrawal of 
the drug. 

The therapeutic efficacy of both streptomycin 
and dihydrostreptomycin, is limited somewhat 
by the ability of the Mycobacterium tuberculosis 
to develop resistance to these antibiotics. When 
this happens, further administration of the agent 
is useless. 

Para-Aminosalicylic Acid (PAS). This drug is 
of value in certain types of pulmonary tuber- 
culosis particularly in recently developed exuda- 
tive lesions. As with streptomycin, it is merely an 
adjuvant and must only be used to supplement 
conventional, established methods of treatment. 
It may be used alone or in combination with 
streptomycin or dihydrostreptomycin. 

PAS has the additional property of delaying 
the emergence of streptomycin-resistant strains 
of the organism. The concomitant use of PAS 
and streptomycin not only retards the appear- 
ance of resistant organisms but also exerts a more 
potent therapeutic effect than when either drug 
is used alone. 

The usual daily dose of PAS is 10 to 15 Gm. 
given orally in 4 divided doses. To lessen the 
possibility of gastric disturbance, food should be 
taken with each dose. The powdered drug as 
well as plain and enteric-coated tablets are avail- 
able. Thus far no satisfactory stable solution of 
the chemical has been compounded. Untoward 
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reactions, particularly skin eruptions and gastro- 
intestinal irritation, may result from its admin- 
istration. The exact duration of the course of 
treatment has not, as yet, been established. From 
present indications it appears that it may be 
given safely and effectively over periods of from 
3 to 6 months. 

Thiosemicarbarzones. These are said to have 
pronounced tuberculostatic effect. TB-I, one of 
the compounds in this group, has been given 
wide publicity in lay press. Although thiosemi- 
carbarzones are highly regarded by German in- 
vestigators, final decision as to their value in 
the treatment of tuberculosis must await further 
clinical trial. : 


Collapse Therapy and Surgical Resection 


Institution of some form of collapse therapy 
or surgical removal of the involved area of the 
lung may produce rapid and striking clinical 
improvement. 

Pneumothorax and pneumoperitoneum are the 


simplest and most widely used of all collapse 


procedures. Both of these have the advantage 


THERAPEUTIC HINTS 


Chicken Mite Infestation 


OccasionaLLy a physician may find it dificult 
to determine the cause of a patient's itching 
dermatitis. Then he may have to think of the 
possibility of infestation with chicken mites. 
They are so small that they can easily be missed. 

In the New Zealand Medical Journal for 
February, 1950, there is an article about some 
aviators who suffered from a severe itching 
dermatitis. Later it was found that the men 
were sleeping in a dormitory under the eaves 
of which many starlings had made their nests. 
The mites from these starlings were dropping 
down into the beds of the soldiers! 

The treatment was an ointment which was 
used in the United States during wartime for 
the control of scabies. It was: 


Benzyl benzoate 68 per cent by weight 
Ethyl p-aminobenzoate benzocaine . 12 per cent by weight 
DDT 6 per cent by weight 
“Tween-80" (or other emulsifier) . . 14 per cent by weight 


of being reversible in that they may be discon- 
tinued and the lung allowed to re-expand, if 
the desired results are not obtained. The other 
methods of collapsing the lung such as extra- 
pleural pneumolysis, thoracoplasty, etc. and the 
resection of pulmonary tissue are major surgical 
procedures. Occasionally they are performed as 
primary operations, but in most instances they 
are indicated only if simpler measures fail. 

When the collapse is adequate, there is alle- 
viation or cessation of symptoms, very often in a 
relatively short time. Improvement is seen not 
only in the local symptoms but also in such sys- 
temic manifestations as fever, tachycardia, night 
sweats, and fatigue. One of the most important 
effects, particularly from the standpoint of pub- 
lic health, is rapid disappearance of bacilli from 
the sputum, so-called sputum conversion. 

In the treatment of pulmonary tuberculosis 
by either collapse or resection, it is obvious that 
special training and experience are required. 
These qualifications are necessary not only for 


the proper selection of the patients but they are 


also necessary for the execution of the various 
procedures. 


A New Antithyroid Drug 


THE SUCCESSFUL treatment of hyperthyroidism 
with a new antithyroid drug, 1-methyl-2-mercap- 
toimidazole or “Tapazol,” is reported by W. S. 
Reveno and Herbert Rosenbaum in the J.A.M.A., 
August 19, 1950. They treated 18 patients and 
found the drug fully as efficient as thiouracil and 
propy! thiouracil. The big advantage of the new 
drug is that toxic reactions were not observed. 

Two of the patients were given 2 mg. of the 
drug every 8 hours and one patient 5 mg. every 
12 hours. 


Poison Ivy 


Dr. G. E. Garitarp reported in the Journal of 
Allergy for January, 1950, that among a number 
of persons treated with a pyridine extract of 
poison ivy, 77 per cent were helped. The py- 
ridine extract worked better than did the alco- 
holic extract. It helps to treat the patient for 
two- or three-years’ running. 
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Anuria 


In THE October 26, 1949, number of the Pro- 
ceedings of the Staff Meetings of the Mayo 
Clinic, Guy M. Daugherty and Howard M. 
Odel discussed the problems of the patient who 
is either anuric or pretty close to it. They re- 
marked that in 1943 H. W. Smith pointed out 
that, while one function of the kidney is to 
form urine, another function is to determine the 
composition of the blood. 

Among the most common causes of serious 
acute renal insufficiency are prolonged shock, 
congestive heart failure, acute pyelonephritis, an 
overdosage of sulfonamides or great sensitivity to 
them, intravascular hemolysis, poisoning by 
heavy metals, severe burns, the crush syndrome, 
extrarenal obstructive lesions of the genito- 
urinary tract, dehydration, loss of inorganic bases, 
the so-called extrarenal uremia, acute glomerular 
nephritis, toxemia of pregnancy, intoxication by 
noxious. chemical agents, certain urologic pro- 
cedures, certain shock-producing operations such 
as the removal of one diseased kidney, septic 
abortion, hepatic failure, and heat stroke. 

If the patient dies in anuria, at necropsy one 
generally finds a slightly enlarged kidney, the 
cut surface of which shows a pale, moist cortex 
with a dark, engorged medulla. There are de- 
generative changes in the lower nephron, edema, 
and a cellular reaction in the surrounding inter- 
stitial tissue. In a few cases, at necropsy there 
is mighty little microscopic change to explain 
why the kidneys failed to secrete urine. 

Recently, Trueta and his co-workers showed 
in their book that under conditions of shock the 
blood gets shunted through the kidney so that 
much of it does not get much circulation. 

When the urinary secretion stops, the patient 
may soon become irritable and mentally con- 
fused, especially if he is being given too much 
water. The blood pressure may go up a little, 
some signs of cardiac failure may appear, and 
the amount of chloride in the blood may fall. 

If the patient is fortunate, his kidneys will 
-begin to work again in 3 or 4 days or perhaps 
even after 7 or 10 days. The increase in the 
amount of blood urea goes on sometimes for 
awhile, even after the patient has begun to put 
out plenty of urine. 

The management of an acute renal insufh- 
ciency must be divided into 2 stages. In the first 
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stage, the physician is concerned with the treat- 
ment of the primary disturbance which caused 
the trouble. He tries to correct any abnormalities 
which are caused by this disturbance, and he 
tries to promote the formation of urine. In the 
second stage, he is concerned with maintaining 
nutrition, maintaining the right fluid and elec- 
trolyte balance in the blood, and meeting symp- 
toms as they arise. 

In the early stage, the first consideration is 
that of restoring a normal blood volume and 
perhaps a normal protein content of the blood. 
This is accomplished by the giving of adequate 
amounts of accurately cross-matched whole blood 
or plasma. If there has been a large loss of fluid 
other than blood, this should be replaced by 
isotonic solution of sodium chloride. Vasodilating 
agents do not always work. Hot packs or dia- 
thermy applied to the renal areas may be tried. 
Aminophylline in doses of 0.5 Gm. added to a 
liter of fluid for intravenous administration may 
be of some value. On rare occasions histamine 
diphosphate given intravenously has appeared 
to Start up renal function. In some cases, ethyl 
alcohol given in a solution of 5 per cent has ap- 
peared to be beneficial. Drugs supposed to block 
the sympathetic nerves usually have no effect. 
The investigators had no luck with paravertebral 
blocks, spinal anesthesia, or renal decapsulation. 

The authors felt that the use of diuretics in 
these cases is to be condemned. Mercurial di- 
uretics can cause further damage. Even the di- 
uretic salts, such as ammonium chloride or po- 
tassium nitrate, can do great harm. These drugs 
can sometimes be used to restore the balance of 
electrolytes, but per se they appear to be useless 
in starting up the flow of urine. 

Too much potassium left unbalanced in the 
blood may cause serious trouble. It is unwise to 
give magnesium sulfate because the magnesium 
ion is likely to be retained in the body and there 
to do harm as a poison. 

In the second stage of management, the com- 
plete absence of appetite is difficult to control. 
Some doctors give rice and some add vitamins. 
The maintenance of fluid balance is accom- 
plisted not by just pouring water into the veins 
but by calculating the total daily loss, and then 
replacing this either by mouth or through the 
veins. One must take into consideration the loss 
of water in the stools, in the sweat, in vomitus, 
and in any urine that may be passed. One must 
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not give more fluid than is absolutely needed. 

The amount of sodium chloride in the serum 
and the carbon dioxide combining power should 
be watched. The plasma chlorides, the serum 
potassium, and the blood urea should be meas- 
ured every day. 

If there is much vomiting, there may be a 
serious loss of chlorides and acid, with an ele- 
vated carbon dioxide combining power or alkalo- 
sis. If the amount of electrolytes in the blood re- 
mains fairly normal, the fluid given through the 
veins should contain only 5 per cent dextrose. 
If necessary, isotonic solutions of sodium chloride 
can be given with the 5 per cent dextrose or 5 
per cent sodium bicarbonate or 0.8 per cent am- 
monium chloride. 

According to J. K. Lattimer (1945), the mor- 
tality from anuria is commonly around 46 per 
cent, with death resulting usually from pulmo- 
nary or cerebral edema. Often the common medi- 
cal habit of forcing fluids seems to be worse than 
the disease. The patient practically drowns in 
the water forced into his body. A man who is 
really dehydrated, of course needs fluids. Pa- 
tients in cardiac decompensation may need digi- 
talization. The giving of BAL (the British anti- 
lewisite drug) can improve the prognosis in 
cases of heavy metal poisoning. Alkalinization 
and the giving of fluid will help trouble due to 
severe sulfonamide crystalluria. 

Obviously the physician should study the 
blood to find out what is wrong before he at- 
tempts “to straighten things out.” For instance, 
sodium chloride should not be given unless the 
patient is suffering from a deficiency in the 
amount of sodium or chlorine in the blood. If 
there is a true acidosis, sodium bicarbonate can 
help, but in cases of severe vomiting the trouble 
may be an alkalosis. Sodium may be needed to 
counteract the effects of too much potassium, 
such as occurs in some cases of uremia. In cases 
of nephrosis in which the amount of protein in 
the blood is lowered this defect needs correction, 
perhaps with a transfusion. 

According to Francis G. Harrison and Herbert 
L. Warras in the American Practitioner for June, 
1950, there are several measures that can® be 
tried in some cases. If the kidneys can be shown 
by the roentgen ray to be edematous, they may 
be decapsulated, but this operation if done at all 
should be done only in the first three days of an 
anuria. Nowadays it is not popular. 


In some research hospitals the doctors use an 
artificial kidney. The method is promising. 

Other physicians now are carrying out peri- 
toneal lavage. In the Annals of Surgery for April, 
1949, I. A. Fields and colleagues reported using 
peritoneal lavage in the cases of 7 patients. Four 
of them died, and those who lived probably 
would have survived without the peritoneal or 
gastric lavage. However, the peritoneal lavage 
helped in removing substantial amounts of ni- 
trogenous waste products, and it probably helped 
in improving the disturbed pattern of blood elec- 
trolytes. The great disadvantage of peritoneal 
lavage is that it requires expert supervision, and 
sooner or later there is bacterial contamination 
of the washings. While peritoneal lavage gets 
rid of a lot of urea, the patient gets a peritonitis. 
Certainly for such lavage a balanced solution of 
electrolytes must be used. Dr. Jacob Fine no 
longer recommends this method. 

The doctor may also wash out the stomach, 


small bowel, or colon through tubes. Large 


‘amounts of urea can then be removed, but the 


production of edema must be guarded against. 
Another technic is that of exsanguination 
transfusion which consists of withdrawing per- 
haps 6 liters of blood and then replacing it with 
an equal amount from healthy donors. The re- 
sults are no better than those obtained with an 
artificial kidney. 

It must be remembered that in cases of uremia 
the body's difficulties are not all due to the ac- 
cumulation of urea in the blood. 

Fortunately, in some of the cases the kidneys 
start working again and the patient is saved. 


Excessive Sweating and Banthine 


IN AN ARTICLE in the J.A.M.A. for August 12, 
1950, Keith S. Grimson and his colleagues re- 
ported the case of a woman of 25 years who had 
such excessive sweating of her hands, axille, 
and feet that she could not hold a telephone or 
handle a stenographer’s pad. Especially when she 
worked under tension, sweat ran off her hands 
and moistened her clothing. Nothing she had 
tried had helped until she was given some Ban- 
thine. Forty-five minutes later her hands, axillz, 
and feet became warm and dry. Since that time, 
3 additional women have been helped with the 
administration of the same drug. The dosage 
is 50 mg. 
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Extensive Brain Operations 


PuysiciaNs sometimes hear of patients who have 
gone on living remarkably well after the removal 
of perhaps half of the cerebrum. Several such 
cases have been reported by Dandy and others. 
There is also the old report of the man with a 
crowbar who was tamping some black powder 
into a hole. The powder went off and blew the 
crowbar up through the man’s neck and on 
through his skull and out through the top. The 
fellow lived and did not seem to be much the 
worse for wear. About all that his family noted 
was that he was more profane than he had been. 

Dr. Benjamin H. Balser discussed the case of 
a man who in 1924 was operated on by Harvey 
Cushing for a brain tumor (].A.M.A., Oct. 22, 
1949). At that time, the anterior and posterior 
lobes of the cerebellum were removed on the left 
side. In 1936, the patient had another operation 
at which time the right anterior and posterior 
cerebellar lobes were removed, so that practically 
all that the patient had left was his vermis. With- 
in 6 months, the patient was able to leave the 
hospital, and when last seen in 1940 he was per- 
fectly all right. He had a job and was supporting 
his family, and he had no signs of dizziness or 
staggering or other cerebellar injury, so far as 
one could find on neurologic examination. 


Fertility 


M. James WuirTELAw suggests that when a man 
has only a small number of active spermatozoa, 
the semen should be collected and put into a 
small plastic cap, which can then be fitted over 
the woman’s cervix (Fertility and Sterility, Jan- 
uary, 1950). In this way, what sperm there is 
is kept away from injurious material in the va- 
gina, and is kept in contact with the cervix where 
it can do the most good. 

Actual studies with the microscope have shown 
that spermatozoa retained in this way in the cer- 
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vical cap kept motile longer than when left 
free in the vagina. This procedure resulted in a 
pregnancy within 12 consecutive menstrual cycles 
in 14 of the 32 cases in which the woman had 
previously been unable to conceive. 


Blood Cholesterol and Diet 


In view oF the recent great interest in the re- 
lationship between cholesterol and atherosclero- 
sis, a recent article by Ancel Keys is most inter- 
esting (Science, July 21, 1950). He and his col- 
leagues have done excellent work in finding out 
the influence of a cholesterol-poor diet on the 
level of blood cholesterol. Keys says that it is by 
no means certain that moderate differences in the 
serum cholesterol level in man have any in- 
fluence on the development of atherosclerosis. 

Single doses of cholesterol taken by mouth, 
even if they are very large, produce only trivial 
and transient changes in the level of serum 
cholesterol in man. Even in cases of marked 
familial hypercholesteremia of the lipemic type, 
there was no difference from the normal in the 
response to single large doses of cholesterol. It is 
a difference in the habitual intake of cholesterol 
which is of interest. 

Keys and his associates studied 482 apparently 
normal men, most of them in a good economic 
bracket and thus able to secure an adequate and 
comfortable diet. All of them were studied for 
over 3 years. 

Cholesterol occurs only in foods of animal 
origin and in these it is relatively stable. Habits 
with regard to the consumption of eggs, butter, 
milk, cheese, ice cream, and meat tend to be well 
fixed in the cases of most American men who are 
economically comfortable. A man who dislikes 
milk, cheese, and eggs, who is sparing in the use 
of butter, and who removes the fat from his meat 
gets scarcely more than 200 to 300 mg. of choles- 
terol a day. The other man who regularly takes 
2 eggs for breakfast, eats several pats of butter at 
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every meal, and who likes fat on his meat is 
likely to get 3 times the other fellow’s ration of 
cholesterol. 

Keys’ studies indicate that the serum choles- 
terol level of apparently normal men is not sig- 
nificantly related to differences in the habitual 
intake of cholesterol over a range of something 
like 250 to 800 mg. per day. The uselessness of 
a moderate reduction in the amount of dietary 
cholesterol was shown by 41 middle-aged normal 
men who cut their intake by 50 per cent or 
more. On the first test, they had a mean total 
cholesterol of 250 mg. per 100 ml. of serum. A 
year later after several months on a reduced 
cholesterol intake, their average was exactly the 
same, or 250 mg. 

On the other hand, if a diet of rice and fruit 
is given, one which is substantially free from 
cholesterol, the amount in the blood will go 
steadily down. Thus in 4 cases it dropped from 
an average of 232 mg. to an average of 152 mg. 
Such a big drop in cholesteremia can be effected 
in cases of idiopathic hypercholesteremia by put- 
ting the patient on a strict diet. 

Keys doubts if most so-called low-cholesterol 
diets in current use have any effect. One must 
force the cholesterol intake below a certain criti- 
cal level before anything happens in the blood. 
Diets which include ordinary amounts of lean 
meat and skim milk but do not rigidly exclude 
every item of cookery and baking containing 
dairy products, eggs, and animal products will 
supply from 100 to 200 mg. of cholesterol each 
day. Hence halfway measures are useless. 

Curiously, when Keys changed one of his 
subjects from a diet completely free from choles- 
terol and all fats to one containing vegetable fats 
alone with no trace of cholesterol, his blood 
cholesterol level returned to its previous high, 
almost as rapidly as it had fallen. It would seem 
then that the body can, if necessary, form choles- 
terol out of fats which contain no preformed 
cholesterol, a fact which runs contrary to the 
present-day conceptions of dietitians. 


Pulmonary Collapse and Spinal Anesthesia 
I. M. Pavtin and M. Goldman reported 3 cases 


of fatal massive pulmonary collapse occurring 
during spinal anesthesia (Anesthesiology, May, 
1949). In the first case the man was 59, in the 
second case the patient was a boy of 13, and in 


the third case the woman was 19. In all three, 
necropsy showed an almost complete bilateral 
pulmonary atelectasis. 

The authors regard spinal anesthesia as con- 
traindicated whenever a strongly unbalanced 
autonomic nervous system is suspected. 


Fibrositis, or Diseased Fat 


Biopsies have not confirmed the current impres- 
sion that in cases of so-called fibrositis there are 
changes in the muscles or the fibrous tissues ac- 
cording to W. S. C. Copeman (Brit. M. J., July 
23, 1949). He reviewed the concept of fibrositis 
and discussed the nodules which are often found 
at the site of pain. In some cases of sacroiliac 
pain, nodules as big as marbles are found. 
Copeman thinks that the essential trouble in 
many of the patients with so-called fibrositic 
pain is a disease of the fat which makes it pain- 
ful much as it is in cases of adiposis dolorosa. 
It is hard to say how much this difference in 


' thought will help, but the subject ought to be 


studied with great care because fibrositis (Cor 
painful fat) is a common and troublesome dis- 
ease, and one that brings many patients into the 
doctor's office. There is no good medicine for it. 
Aspirin helps the pain. Movement and exercise 
often help a great deal. Immersion in a tub of 
hot water often helps greatly. Massage and 
physiotherapy also give relief. 


The Diabetic in Industry 


Ter experience with diabetics in industry was 
recently reported by two physicians with the 
Metropolitan Life Insurance Company, Louis I. 
Dublin and Herbert H. Marks (Indust. Med., 
June, 1950). They urge that employers accept 
diabetics as workers because they can usually do 
just as good a job as if they did not have the 
little handicap. 

The plant physician should see to it that di- 
abetic workers understand their problems so that 
they can take good care of themselves. The di- 
abetic, of course, needs the most prompt and 
careful treatment whenever he suffers an injury. 

Some employers are inclined to refuse to take 
on a worker who is a diabetic, but Dublin feels 
that this is wrong, for a diabetic can now look 
forward to a long life in which he is capable of 
doing a good job. 
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Information Please 


Surgery for Acute Perforated Peptic Ulcer 
Q. | just had an argument with the chief surgeon in 
my hospital. An engineer came down from the 
mountains with the clearcut story of an acute per- 
foration of a duodenal ulcer 28 hours before. He 
still had a little gas under his diaphragm but he 
seemed to be pretty comfortable and in good shape. 
My surgical friend wanted to go right in and oper- 
ate; | said the hole in the duodenum must be closed 
already. | also quoted from the work of some men 
who say that they are getting good results not op- 
erating. Which of us is right? 

A. We think you are. You were probably 
right in saying the hole was closed and hence, 
why go in? Most surgeons today believe that all 
one should do at an operation is to close the hole. 

In an editorial in Surgery, Gynecology and 
Obstetrics for August, 1950, M. M. Zinninger 
discussed this question of whether it is wise or 
safe to treat expectantly patients whose peptic 
ulcer has perforated acutely. There are reported 
series of cases in which the patients survived 
well with the expectant treatment. In these cases 
a tube was quickly put down and suction ap- 
plied to keep more gastric contents from going 
out into the peritoneal cavity. 

However, Zinninger had the feeling that until 
the nonoperators have proved more abundantly 
that their technic is safe, it is best to operate, 
that is, if the diagnosis can be made within an 
hour or two after the ulcer perforates. 

Oftentimes the diagnosis is very easy. As the 
physician walks into the room the patient is 
seen to be lying over a chair or over the side of 
the bed, or he is on his hands and knees on the 
floor. He is generally groaning and in too great 
pain to pay much attention to the physician 
when he comes in. One can immediately get out 
a hypodermic syringe and give at least % grain 
of morphine before rushing the patient to the 
hospital. 

In the British Medical Journal (1:211, 1950), 
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F. Avery Jones, P. J. Parsons, and Barbara White 
reported 490 cases of acute perforation occurring 
during the years 1938 to 1948 inclusive. Inter- 
esting was the fact that in the first 3 years of 
this period the operative mortality was 27 per 
cent, while in the last 2 years it has been only 
4 per cent. The authors thought that most of this 
improvement had been due to the use of anti- 
biotics. Some of it was due of course to better 
anesthesia and better surgery. 

They said that at operation, only a simple 
closing of the wound should be attempted. A bit 
of omentum may be brought over the suture 
line. A big swab should be run above the liver 
so as to get out any fluid pocketed there. 

About half of these patients will have to be 
operated on later for the relief of their ulcer, and 
perhaps some pyloric obstruction. 


Diarrhea Without Pathogens 


Q. Living in the South | see many persons with di- 
arrhea, which appears to me, because of the sudden 
violent onset, to have been due originally to some 
dysentery-producing bacterium. But practically al- 
ways when | send fresh stools or rectal swabbings 
te a good bacteriologist he reports that he cannot 
find any pathogen. Is there any known reason for 
this? 


A. There may be a few. One may be that the 
original pathogen that started the trouble died 
out but left an irritable or injured bowel. An- 
other may be that modern methods are not good 
enough. Another may be that we do not know 
the pathogens. Some may be viruses. 

Recently some men have been reporting a 
finding which may explain some of the failures. 
Thus in the British Medical Journal for June 17, 
1950, J. H. Magnusson and his colleagues re- 
ported that in some cases of infantile diarrhea 
and vomiting, they found a peculiar type of 
Balantidium coli, the so-called Neopolitan variety, 
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which appeared to be the offending organism. 

In 17 such cases streptomycin was tried but 
it had no definite effect. In another epidemic 8 
patients were treated with aureomycin because 
the organism had been found to be sensitive to 
this drug. The aureomycin was given by mouth, 
25 mg. 6 times a day, and after a few doses the 
bacillus disappeared from the stools with an ac- 
companying improvement in the patient’s con- 
dition. 

These observations make one wonder if other 
varieties of the common intestinal bacteria may 


at times be pathogenic. 


Spinal Anesthesia and Headache 


Q. | like to use spinal anesthesia for certain opera- 
tions but every so often I get disgusted with it 
when | have a lot of trouble with a few patients 
who have severe headache. Is there anything new 
that I can do to avoid such headaches? 


A. Yes, perhaps it is only a revival of an old 
method, but the reports on it are good. In Anes- 
thesiology for July, 1950, Barnet A. Greene re- 
ported that since in his spinal punctures he has 
been using a 26-gauge needle, inserted with the 
help of an introducer, he has had immensely 
less trouble with headache. In his experience the 


incidence has dropped from 26 per cent in a 
series of patients tapped with a 22-gauge needle, 
to 0.4 per cent in a series of 700 patients tapped 
with a 26-gauge needle. This certainly is a re- 
markable record, and everyone who gives spinal 
anesthesia should give the small needle a try. 

Actually, 37 years ago, R. Hoyt, writiiig*in 
the J.A.M.A. for February 11,,, 1922, reported 
the use of a double needle so.as to reduce..the 
incidence of postpuncture headache. Curiously, 
at that time, the idea did not. take hold widely 
in this country. It was, however, accepted’ by 
some men in Europe. 

Greene uses a 21-gauge introducer 5 cm. long, 
for the 26-gauge puncture needle which is 10 
cm. long. 


Scalenus Anticus Syndrome 
Q. What is the scalenus anticus syndrome? 


A. A good description of this syndrome is to 
be found in Chapter 13 in Allen, Barker, and 
Hines’ book, Peripheral Vascular Diseases, pub- 
lished by W. B. Saunders Company in 1946. The 


article is by J. Grafton Love of the Mayo Clinic. 

The diagnosis is based usually on a history of 
pain, atrophy, circulatory abnormalities, disturb- 
ances of sensation, and paresthesias in the upper 
extremity, with the finding of a reduction or 
obliteration of the radial pulse when the scalenus 
anticus muscle is put on tension, as in extending 
the neck with the head turned to the affected 
side while taking a deep breath. The pain is 
usually felt along the inner side of the arm along 
the course of the internal cutaneous, the ulnar, 
and the median nerves. 

Occasionally the pain will be widespread and 
distributed over the entire region supplied by 
the brachial plexus. Any atrophy usually comes 
late in the disease. The circulatory symptoms 
are seldom severe but rarely they are so marked 
that gangrene of the extremity results. 

Cervical ribs are often present, but their find- 
ing does not warrant a diagnosis of a scalenus 
anticus syndrome. Most patients who have cer- 
vical ribs have no symptoms from them. In the 


‘records of 89 cases of scalenus syndrome en- 


countered at the Mayo Clinic in. which. the 
symptoms were severe enough to warrant an up- 
eration, 59 of the patients had cervical ribs.. In 
79 cases the symptoms were thought to: be. pri- 
marily nervous in origin, while in 18 the picture 
was more that of a vascular disturbance. Eight 
patients appeared to have both nervous and 
vascular symptoms. 

- In some patients the radial pulse was reduced 
or obliterated when, with the arm hanging 
down, the head was turned toward the side being 
tested. That occurred in 76 cases. Some of the 
patients gave a history of symptoms dating from 
early childhood. Sometimes trauma will bring 
out the syndrome. 


Prostatic Carcinoma 


Q@. A man aged 60 with a carcinoma of the prostate 
gland and extensive metastases is failing rapidly. 
He is on 10 mg. of stilbestrol a day. Is this dose 
adequate and can anything more be done? 


A. Probably nothing more should be done at 
this stage of the man’s illness. In an earlier stage 
orchiectomy would probably have given a some- 
what better result than that obtainable with 
stilbestrol alone. Since he is failing rapidly, the 
stilbestrol will probably do as well as anything, 
and the dosage is high enough. 
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In a series of 569 patients treated by castra- 
tion or estrogens or both together, a number of 
writers found that only 30 per cent were dead 
by the end of the second year. It would seem 
from this that quite a few must have had their 
lives lengthened. Interestingly, 5 of Huggins’ 
original 20 patients were living 6% to 8 years 
after their castration. 

Before metastasis is obvious, treatment with 
either diethylstilbestrol or orchiectomy helps de- 
cidedly (J.A.M.A., Aug. 12, 1950). After metas- 
tasis is obvious, the giving of diethylstilbestrol 
does not help so much. Diethylstilbestrol plus 
orchiectomy helps, but orchiectomy is better. 


Abscesses of the Rectum 


Q. | have a patient who has recovered pretty well 
from his old pulmonary tuberculosis but now he is 
being pulled down by very painful abscesses around 
the lower end of the rectum. Is there any help to 
be obtained from the newer antibiotics? 


A. Yes. According to C. L. Martin and H. C. 
Sweany, writing in Surgery, Gynecology and 
Obstetrics for June, 1950, the giving of dihydro- 
streptomycin or streptomycin often causes com- 
plete healing to take place in a short time. 
Usually distress and pain are relieved in a few 
days after the beginning of the treatment. 


Pain After a Stroke 


Q. | have a patient with a partial left paralysis fol- 
lowing a stroke. There has been adequate daily 
massage and motion of the left hand and arm. She 
complains of continuous dull aching pain “deep, like 
in the bones.” Analgesics of the aspirin type do not 
help. What is the cause of the pain and can any- 
thing be done to relieve it? 


A. This type of pain following a stroke is 
known to neurologists, and is due to injury to 
the nervous system. Probably the injury is all 
up in the brain, but still trophic changes will 
sometimes appear in the hand and arm. One 
suspects then that something has gone wrong 
with the sympathetic nerves of the extremity. 

The pain is similar to that of the “causalgia” 
which occurs in the injured extremities of 
soldiers. It is similar to the severe facial neuralgia 
that follows some small strokes. In some cases 
neurologic surgeons have cut all of the sensory 
nerves and all of the sympathetic nerves they 


GP @ February, 1951 


could and still the patient had pain. This, of 
course, was to be expected if the pain was of 
central origin and was arising in the brain. 

Unfortunately, in many cases there is no drug 
which does much good. Sometimes even mor- 
phine or Dilaudid fails to give much relief. 
Sometimes enough relief can be obtained from 
mixtures of perhaps 5 gr. aspirin, 5 gr. Bromural, 
and % gr. codeine sulfate. Also, an ounce of 
whiskey may help. 


Silent Gallstones 


Q@. A woman 49 years of age has a silent gallstone, 
2.5 by 3 cm. It was discovered while her colon was 
being x-rayed. The question is, should the woman 
have a cholocystectomy, or should she be left alone, 
or should the stone be removed leaving the gall- 
bladder? 


A. A few years ago most gastroenterologists 
would have urged operating immediately, and 
many would do so today. A big stone cannot go 
down the cystic duct, and hence it is not likely 
ever to cause a colic. But a big stone may work 
its way through the gallbladder wall into the 
duodenum or into the colon and then the woman 
might lose her life because of infection. There is 
a slight danger from carcinoma, but it is doubt- 
ful if this is as dangerous as the operation. 

If the woman’s gallbladder functions well with 
the dye, that would make it probable that it 
would be all right to remove the stone only. To- 
day this operation is seldom performed because 
in about 50 per cent of the cases the patient 
later has trouble due to cholecystitis. If the gall- 
bladder does not function with the dye, there is 
no sense in leaving it at the time of operation. 

Often the decision whether or not to operate 
should be made in collaboration with the woman 
and her husband. The several pros and cons 
should be explained to them. One possible argu- 
ment in favor of immediate operation is that if 
one waits until symptoms come, the woman may 
be a poorer surgical risk. Against this, one can 
argue that an operation, followed perhaps by a 
thrombophlebitis or a few pulmonary emboli, 
can change a spry healthy woman into a chronic 
invalid. The woman has at least a 50-50 chance 
that she can live out her life with the gallstone. 
In view of this, possible consequences of a chol- 
ecystectomy must be carefully considered. 
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Business and Ecbnlon 


WHAT FIELD OF PRACTICE? 


BY STANLEY R. TRUMAN, M.D. 


Next month a new book about doctors will be published—a book that avoids the artificial tinsel 
and strained nostalgia which usually color books about the medical profession. It discusses all the 
phases of a physician's professional life in honest, down-to-earth language. 

With the publishers’ permission, we are pre-printing in this and the March issue one chapter, 
entitled “What Field?”, in which the author explains why he chose the field of general practice 
and outlines the role which the general practitioner plays on the medical team. If you are ever 
called on to advise some young man contemplating medicine as a career, or to help a medical 
student select his particular field, we believe you will find most of the answers you need here. 

Incidentally, the author of “The Doctor—His Career; His Business; His Human Relations” 
is Stanley R. Truman, M.D., who next month will retire from a most successful term as presi- 
dent of the American Academy of General Practice. The publishers of this outstanding book are 


Williams & Wilkins, Baltimore. 


THE YOUNG MEN and women coming into medi- 
cine should be given an unbiased view of the 
various fields of practice open to them. There 
are attractive opportunities in many special fields 
—in clinical practice, teaching, government serv- 
ice, research—as well as in general practice. This 
unbiased view is most difficult to obtain because 
of prejudice or pressures. I suppose that I am 
prejudiced in favor of general practice, not that 
I am opposed to specialists or specialization. In 
fact, I have among my closest friends numerous 
specialists, and constantly work professionally 
with a large number of them in all fields. I hold 
the highest regard and deepest admiration for 
their fund of knowledge and fine technical 
skills. 

My medical career was started with the 
thought of specializing in internal medicine. I 
was unable to make up my mind with sufficient 
positiveness, and entered the field of general 
practice as a temporary measure. Then I became 
enamored with the idea of general practice, and 
with more mature judgment and little more ob- 
jective point of view, I realized that my knowl- 
edge, skills, and abilities were better suited to 
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that field. Consequently, there I have stayed. 
It is unfortunate and indeed undesirable, that 
young men and women must decide which spe- 
cialty or field they are going to enter before they 
have had actual practical experience in the realm 
of medical practice. I have a number of friends 
who started in general practice and then later 
specialized. On surveying the experiences of 
these doctors, I find in no single case would they 
now be happy in the field they would have se- 
lected as a senior student or intern. One ortho- 
pedist would have been a pediatrician, and he 
now realizes that pediatrics would have been 
very distasteful to him. An obstetrician would 
have entered the field of internal medicine but 
now finds that he has no interest or ability in 
that field. One psychiatrist originally planned 
on being a pediatrician, and he finds that the 
noise, pressure, and loss of sleep associated with 
pediatrics would have made him entirely unfit 
for it. A brief experience in general practice gave 
these men not only a broad appreciation of the 
art and problems of the practice of medicine, but 
also sufficient insight to select wisely the field 
in which they ultimately desired to specialize. 


| 
. 
Sag 


There are two significant reasons for not se- 
lecting one’s specialty too early in a medical 
career. In the first place, as I have indicated, 
one has not sufficient experience to know what 
that particular field encompasses. In the second 
place, the student who has already made up his 
mind is likely to approach other fields as an 
annoying hurdle that he has to get over, and 
therefore he fails to develop into a well-rounded 
physician. 

Once I was demonstrating some rectal pathol- 
ogy to a group of interns, and to my annoyance 
one of the young men showed practically no in- 
terest. As a matter of fact, he showed consider- 
able disdain for anything related to the rectum. 
After this went on for some time, I turned to 
him and asked, “What do you intend to be, a 
nose and throat specialist?” He casually informed 
me that the nose and throat were his only in- 
terests. As a surprise to him, at the conclusion 
of his internship, he was unable to find a resi- 
dency in otolaryngology and took a general prac- 
tice in a small community. A year later he wrote 
for advice, stating that he would like to get some 
further experience in the treatment of hemor- 
rhoids and rectal disease because he felt incap- 
able of adequately caring for these. Fortunately, 
he is aware of his shortcomings, is conscientious, 
is approaching his problems with understanding, 
and has developed a zest for the practice of 
medicine that is making him take proper meas- 
ures to solve them. 

In a recent lecture before lay and professional 
leaders in the State of California, the President 
of the California State Medical Association, Dr. 
Vincent Askey, stated, “The best specialists are 
those that have had the experience of general 
practice.” Also, in the November, 1948, Revision 
of the Essentials of an Approved Internship, the 
Council on Medical Education and Hospitals of 
the American Medical Association included the 
statement that “a well-organized, rotating intern- 
ship is likely to provide the best basic training 
for either the future general practitioner or the 
specialist.” Those of us in the actual practice of 
medicine wholeheartedly concur in these opin- 
ions, and numerous leaders in the profession 
have repeatedly made similar statements. Since 
the advent of the various specialty boards, it has 
become extremely difficult for a physician to first 
engage in general practice and then later come 
back and qualify himself as a Board specialist. 


One sees slight evidence of change in this ar- 
rangement. Part of the difficulty was due to the 
great shortage of residencies following the war 
years. This should automatically adjust itself in 
time, and perhaps we may anticipate a reopen- 
ing of facilities for the mature physician to enter 
training for a special field. 

The Boards argue that it is better and easier 
for the young doctor to postpone his start by 
three to five years while he “puts in his time” 
fulfilling the Board requirements than it is for 
an older, established practitioner to fold up his 
home and practice and take time out. I submit 
this question to you: which is easier and better— 
to suffer the frustrations and conflicts of post- 
poning the assumption of a mature, adult posi- 
tion in life; to delay having a family; to remain 
dependent upon parents, wife, or scholarships, 
—or to start general practice after a reasonable 
period of graduate training, spend brief periods 
yearly in postgraduate education, and when you 
have reached a degree of experience and ma- 


’ turity and have established financial independ- 


ence, if you then wish, to spend the time nec- 
essary to round out a specialist's training? I can- 
not answer this for you. 

You will also have to answer this question: 
which will make the better specialist—the young 
man with the frustrations and emotional con- 
flicts, or the older man with the background of 
established maturity who enters specialization 
with actual knowledge of what the specialty im- 
plies? We have many opinions and few facts, 
but some of my colleagues can give you a par- 
tial answer to this question. Several years ago, 
I asked ten doctors whom they considered the 
outstanding specialists in our community in 
each of the following fields: dermatology, nose 
and throat, eye, surgery, internal medicine. With 
but one exception, they named men who had 
been in general practice before specializing. 

Certainly one of the unhappiest groups of 
young men in the profession is that of young 
specialists just out of training with perhaps a 
magnified sense of their ability, training, and 
importance, but whom the public and the estab- 
lished profession regard too untried and too im- 
mature to trust with any serious or major prob- 
lems. Many of the young surgeons particularly 
fall into this group. 

As one of them told me, “In the hospital I 
limit myself to my specialty, but in the office 
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I do as I damn please, or how would I eat?” 

1 do not want to depreciate the quality, sin- 
cerity, and value of our young specialists, but I 
want to call attention to this loss in the economy 
of our medical manpower, as well as the low- 
ered morale which such an experience produces 
in the young physician, and to point out that 
there are solutions. Two obvious ones are the 
placing of these young and untried physicians 
in preceptorships, partnerships, associations, or, 
at the other end of the scale, the recruiting of 
our specialists from men tried by experience, the 
mature general practice group. As I have more 
opportunity to travel and become acquainted 
with tne problems in various parts of this coun- 
try, I am learning one lesson over and over 
again. No one solution fits all cases and places, 
and I hope we shall finally do things with fewer 
arbitrary rules and less rigid regulations. There 
should be many roads to Rome. 

Within certain limitations, men have _in- 
herited and acquired skills and abilities which 
should fit them more particularly for one field 
or another. For instance, I know one surgeon 
who can think clearly and rapidly, has a bril- 
liant, analytical mind, and isa fluent speaker, yet, 
when he picks up thumb forceps and scalpel or 
wields a needle and holder, he fidgets and 
fumbles to a degree that annoys me to perspira- 
tion. As | have come to know him better, I find 
that as a boy he never engaged in sports, never 
had a work shop, never played with mechanical 
toys or erector sets; he only did the amount of 
painting or drawing that was demanded of him 
at school, and showed little skill in that. Some- 
where along the line, someone should have 
found out that this mental quickness and ana- 
lytical ability would have made him a remark- 
ably capable internist, but that in the mechanical 
skills required of a surgeon, he would be inept 
and unhappy. As a matter of fact, I suspect that 
in a few years, he will find himself fulfilling the 
requirements to become an internist. 

If young men and women must select a spe- 
cial field before they have had the opportunity 
to become acquainted with the various branches 
of medicine, then someone should develop a set 
of aptitude tests for physicians which will be a 
guide to the young man who may have some 
specific or special skill, or lack of skill, so that 
he may be channeled into the most desirable 
held. It ultimately works out that we like those 
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things which we do best and from which we 
get the greatest satisfaction, and we go farthest 
in those fields for which we are best adapted. 

Medicine, like many other fields in American 
life, has been undergoing some very extensive 
changes, particularly in the fields of actual prac- 
tice. During the past three decades, there was a 
marked turning away from general practice and 
a great interest in the specialties. This tendency 
reached its peak about ten years ago, when sur- 
veys of the intentions of medical students in- 
dicated that about ninety per cent of them were 
planning on entering a specialty. Now the pen- 
dulum seems to be swinging rapidly back in the 
other direction. Whether this will be an extreme 
reversal of trend, or whether we shall stop at a 
reasonable distribution of the various fields of 
practice, will be told by time alone. The 1948- 
1949 survey by the American Medical Associa- 
tion revealed that 43 per cent of the students 
planned to enter general practice, 30 per cent 
planned to enter a special field, and 27 per cent 
were undecided. It is gratifying to note that in 
the past four or five years, the medical schools 
have been giving more and more attention to 
the importance of interesting medical students 
in careers in general practice and of designing 
curricula to meet the needs of general practi- 
tioners more effectively. 

As one of the founders of the American Acad- 
emy of General Practice, as an officer and an 
active member, I believe that bringing the gen- 
eral practitioners into an organization through 
which they could have a strong voice in the af- 
fairs of American medicine is playing a signifi- 
cant part in the refocusing of the attention of 
the profession, the public, and the educators on 
the importance of this branch, which is the back- 
bone of the practice of medicine. | 

It is my belief that if the general practitioner 
is merely one who has had the bare minimum of 
training required by law, he cannot hope, as a 
rule, to have anything but an inferior status 
in the eyes of the profession and the public. On 
the other hand, if the general practitioner has 
the graduate training, including internships and 
residencies, and maintains postgraduate training 
of the same calibre as the specialist, he will be 
held in the same position of honor and respect 
as the specialist. The American Medical Asso- 
ciation has recognized this and has established 
a resident training program for general prac- 
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titioners which is rapidly gaining momentum. 
The American Academy of General Practice 
was cognizant of this when it initiated the policy 
of continuous postgraduate training as a require- 
ment for the continuation of membership in the 
organization. 

I believe that the man entering and remaining 
in general practice should be a particular type of 
individual. Just as all men would not be suited 
for nor be happy in the special field of pedi- 
atrics, so all physicians would not be fitted for 
the field of general practice. A doctor entering 
general practice should be uniquely interested 
in people; he should be interested in their acts, 
feelings, and personalities, as well as their ills, 
diseases, and injuries, for the man in general 
practice has an unusual opportunity to deal with 
people in all their dimensions. 

The general practitioner deals with the whole 
person, from what happens between his toes, to 
what happens inside his stomach, to what hap- 
pens inside his head. The general practitioner 
may study his patient with complete thorough- 
ness, there being no limitation to the degree 
with which he may study or investigate the pa- 
tient and his illness. Also, the general practi- 
tioner is the only physician who has the op- 
portunity to study the patient in the continuity 
of time over a period of years, from early life 
through the period of development, maturity, 
and finally, old age. It is a distinct satisfaction to 
the physician to be able to do this. One is not 
left with the “to be continued in a future issue” 
feeling that so often comes to the physicians 
in other fields. This continuity of medical care 
is beneficial to the quality of service rendered to 
the patient. Finally, the general practitioner be- 
comes acquainted with his patient in all his as- 
pects, family, social, moral, and economic. It 
is not as easy to do this in the shifting urban 
population centers as it has been in the rural 
areas, but we find that patients themselves are 
beginning to sense the desirability of the spirit- 
ual, emotional, and physical anchor, and are 
turning more frequently to the modern general 
practitioner. The family physician will always 
be the cornerstone of medical practice. 

Internal medicine offers certain possibilities 
along these lines, and several lay writers have 
recently designated the internist as the modern 
counterpart of the “family doctor.” It might be 
wise at this point to briefly discuss the internist 


and his relationship to the patient as a whole, 
because I do not believe that he can in any ade- 
quate degree properly fill the place of the gen- 
eral practitioner as a family doctor, personal 
medical guide, and health adviser. A recent dis- 
cussion with some of my internist friends 
brought out the following illustrations which 
make the point. 

Suppose that in doing a routine complete 
physical examination, the internist finds a 
woman to have cysts on her cervix. He then 
refers her to a gynecologist for treatment. Where- 
as, if in a complete examination I find cysts on 
a woman’s cervix, while she is still on the ex- 
amining table, I say to her, “You have a couple 
of small cysts on your cervix. It will take 30 
seconds to fix them. It shouldn’t hurt you at all, 
but if it does, please say ‘ouch,’ and I will stop 
hurting you.” Whereupon I open a drawer, 
pick up a pistol grip cautery, press the button, 
and in about the same time that it takes you 
to read these remarks, I have cauterized the cysts. 

Suppose the internist finds some warts or some 
internal hemorrhoids that will require a derma- 
tologist and a proctologist. Or suppose he finds 
some wax in the ear, or some fallen arches. 
These will require an ear specialist or an ortho- 
pedist. I asked the internists if they did not often 
feel a sense of frustration. They admitted they 
did and that they were often tempted to engage 
in minor surgical, gynecologic, dermatologic, and 
other procedures. Thereupon, I made the sugges- 
tion that they enroll in some of the postgraduate 
courses available to the physicians in our commu- 
nity and become adequately informed and 
equipped to do these procedures, admit that they 
are general practitioners, and then engage in the 
general practice of medicine. I am certain the in- 
ternists saw the point. However, I am also certain 
that not many internists will do this, for we need 
men in internal medicine with profound knowl- 
edge and broad experience as consultants and 
counselors to assist those of us in general prac- 
tice and our patients. If the large number of 
men now entering specialties continues, the 
economic pressure, if not the frustrations and the 
limitations of the specialties, will cause large 
numbers of these men to give up their special- 
ties and enter general practice. 

I have designated the primary requisite for a 
general practitioner—an interest in people. The 
second requisite is that the man must be sufh- 
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ciently emotionally mature so that he will be 
satisied with the accomplishments and rewards 
of general practice and will not feel the need 
to become a “big shot.” The rigorous program 
of time and study involved in general practice 
makes it almost impossible for a man to attain 
fame and a big name through the channels avail- 
able to the specialist, who has more time on his 
hands and who is trained and educated to care 
for the rare and baffling case or to perform the 
dramatic procedures. 

Third, the general practitioner should be a 
person of broad interests and should have had a 
wide variety of experiences in his developing 
years. He should have engaged in sports and 
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manual arts; he should have had a degree of 
curiosity and certainly should have taken his 
parents’ clock apart; he should be well-adjusted 
socially; he should be a scholar to a moderate de- 
gree; he should have travelled a little so that 
he has broader interests; and he should have 
come from a middle-class background so that he 
will have a feeling for the economic problems of 
his patients which bear such a tremendous rela- 
tionship to their emotional and physical ills. 
Finally, a general practitioner should be a per- 
son with much energy, for he must adjust him- 
self to a prodigious amount of work, unpre- 
dictable and irregular hours, and constant study. 
(To be concluded next month.) 
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TRENDS AND EVENTS 


Truman Plumps for Medical School Aid 


PresiweNT TRuMan’s renewed advocacy of na- 
tional compulsory health insurance may be re- 
garded more as reaffirmation of principle than as 
indicative of expectancy that such legislation will 
be enacted by the 82nd Congress. In his “State 
of the Union” message to Congress on January 
8, the President said: 

“We still need to provide insurance against 
loss of earnings through sickness, and against 
the high costs of modern medical care.” 

Washington observers feel that for Mr. Tru- 
man not to have committed himself thus would 
have given aid and comfort to opponents of 
health and disability insurance, which Admin- 
istration supporters vainly attempted to get 
through the old Congress. The President is 
enough of a realist to recognize that a Murray- 
Dingell type of bill has utterly no chance of en- 
actment in 1951] or 1952, yet it was only sound 
politics for him to give it a token pat on the back. 

It is important to note, however, that Presi- 
dent Truman gave high-priority rating to a piece 
of proposed legislation of only slightly less in- 
terest to America’s medical profession, namely, 
Federal financial support of medical schools. 
This was included in his “top ten” list of “must” 
bills, right along with such transcendent meas- 
ures as increased military appropriations, foreign 
aid, extension and revision of Selective Service 
laws, and others. 

That the White House believes it is a matter 
of critical necessity to increase appreciably the 
nation’s supply of physicians, public health off- 
cials, dentists and nurses is fully demonstrated 
by the prominence given the subject in the 
“State of the Union” message. Their numbers 
must be enlarged not solely for military utiliza- 
tion—prime motivation of the V-12, ASTP and 
Cadet Nurse Corps programs of World War II 
days—but for civil defense and general service 
purposes as well, according to rising sentiment 
in the Nation’s Capital. 

Opposition by American Medical Association 
succeeded in preventing enactment of a medi- 
cal school assistance bill in the 81st Congress of 
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1949-50. Although the measure passed the Sen- 
ate, it was blocked in the House, being pre- 
vented from coming up for a decisive vote on 
the floor because it was pigeonholed alternately 
by the Interstate and Rules Committees. 
Probability is that the Senate, notwithstand- 
ing fact that its anti-Administration complexion 
is deeper than ever, again will pass the bill this 
year. To heighten the paradox, a House that 
likewise is highly critical of Truman’s domestic 
program may be expected nevertheless to give 
greater consideration than previously to the fea- 


‘sibility of government subsidization of profes- 


sional education in the health sciences. This is 
true for a combination of reasons: Army’s des- 
perate shortage of medical and nurse officers; 
mounting emphasis on civil defense plannning, 
with particular reference to medical and public 
health aspects; serious financial situations of 
many schools of medicine and public health; 
tendency of House and Senate members to be- 
come impatient of opponents of Federal aid who 
offer no equally adequate alternative of their 
own. 

A straw in the wind was the introduction in 
January, by a conservative Republican member 
of the House, of a bill that would grant $47,- 
000,000 annually in Federal assistance to schools 
of nursing. Its sponsor is Rep. Frances Bolton 
(Republican, Ohio), who is an opponent of 
socialized medicine and compulsory health in- 
surance. 


Oregon Case Appealed 


In the December issue of GP, we cited the 
probability of an appeal to the U. S. Supreme 
Court, on the part of Department of Justice, 
from the decision of an Oregon Federal Court 
which cleared that State’s medical society, Ore- 
gon Physicians Service and numerous co-defend- 
ants of monopolistic practice charges. That fore- 
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cast has been borne out. The Department of 
Justice has filed a writ of certiorari ordering the 
Portland court to transmit the trial record to the 
Supreme Court. Basis of the appeal is the De- 
partment’s contentions that the court’s approach 
to the case, certain of its findings of fact, and 
elements of the decision itself were in error. 


New Military Medicai Council 
Scarcely had Secretary of Defense George C. 


Marshall announced early last month that he 
was reorganizing his Department's medical serv- 
ice ofice than spirited competition began for 
three positions involved—civilian memberships 
on the Armed Forces Medical Policy Council 
which Marshall has just created. These posts are 
especially important because this Council is to 
be no mere “window dressing” advisory group 
but a strong unit whose actions will bear the 
Secretary's indorsement. Policies affecting Army, 
Navy and Air Force medical and hospital serv- 
ices will be in the hands of this Council, whose 
chairman is Dr. Richard L. Meiling. The latter, 
an obstetrician and gynecologist who is on leave 
from Ohio State University’s medical faculty, 
had been head of the Defense Department's 
Office of Medical Services, which is abolished 
by the new directive. 

Purposefully designed as a small, compact 


What Others Are Saying... 


group, the Council will consist only of Dr. 
Meiling as chairman, the three military Sur- 
geons General and—to be appointed by Secretary 
Marshall—“three civilian members . . . selected 
from among national authorities in medical and 
health fields of endeavor.” Desiring representa- 
tion on this body, besides the organized medical 
profession, are dentistry, osteopathy, nursing, 
pharmacy and hospital interests. At press time, 
the three appointments had not yet been made. 

Last month the American Pharmaceutical As- 
sociation proposed to Federal Security Agency 
that the definition of “written prescription” be 
clarified, in connection with FSA’s plans for re- 
vising regulations dealing with prescription re- 
fills. The Association stated: 

“The requirement of a written prescription 
signed by a physician shall be deemed to be re- 
filled if, (1) the physician dictates the prescrip- 
tion, or authorizes the refill, to the dispensing 
pharmacist over the telephone, with full direc- 
tions for use and precise instructions in respect 
to later refills; (2) the pharmacist makes and 
preserves in writing an accurate record of the 
prescription, or of the authorized refill, as dic- 
tated; and (3) the physician notifies the phar- 
macist, at the time of the phone call, that a 
proper entry is being made on the record of the 
patient in the physician’s office to the effect that 
the prescription was given or the refill authorized.” 


Beller Subs crtte, Horatio! 


“There are more things in Heaven 
and Earth, Horatio, than are 
dreamt of in your philosophy” 


We wave already expressed our unqualified 
approval of GP, the organ of the American 
Academy of General Practice. But in reading 
the July issue it was especially borne in upon 
us that the journalistic pabulum by which the 
general practitioner lives, by reason of its range 
and great interest, makes professional life and 
thought much more exciting and rewarding 
than the comparatively dull literature of the 
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specialties. While Horatio, the specialist, might 
run the risk of being made somewhat unhappy 
by comparing his special fare with the sump- 
tuous menu offered by GP, nevertheless we 
strongly advise such reading, for it will serve 
him as a kind of thriller—a fantastic, almost 
unbelievable exhibition of scenes from the great 
medical drama that general practice is. And it 
will make him a better specialist in so far as 
it enriches his professional perspective. 

Better subscribe, Horatio, if you really wish 
to know what is going on in medicine proper. 

—Medical Times, September, 1950. 
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BY RALEIGH E ROSS 


By att the rules of heredity and environment, a 
physician’s children should be definitely of col- 
lege caliber. It is generally assumed that the aver- 
age medical income is adequate to provide higher 
education for the children. 

But doctor's children, like those of their pa- 
tients, often fail to reach college because the fa- 
ther’s “adequate income” terminated with his un- 
expected death, without any other financial prep- 
aration having been made. If a college educa- 
tion is a part of your plans for your children, 
Doctor, it will pay you to consider in advance a 
plan that will make that education financially 
possible in any contingency. Such a plan, logi- 
cally, is life insurance. 

As an example, may I present the case of one 
of my medical customers? Let’s call him “Doctor 
Jones.” He was 35 years old at the time I first 
called upon him. He owned enough insurance 
to enable Mrs. Jones, should he die prematurely, 
to raise the two children: Jane 2 years old, and 
Mary who was 6. But it was obvious that there 
wouldn’t be enough for any “extras,” such as a 
college education. 

After getting these facts as the basis for a 
financial diagnosis, I prescribed a $4,000 policy 
on the doctor's life for each of his daughters. 

“I might add $4,000 for my older daughter,” 
said the doctor, after some discussion. “I want 
merely a policy to furnish the funds if I’m not 
here. If I’m alive, I'll take care of her educa- 
tion out of my income and savings.” 

That excluded an Endowment, which provides 
the money whether the insured lives or dies. If 
the insured lives, this is usually the “cheapest” 
plan, because, in most cases, he receives at the 
maturity of the Endowment more money than he 
has paid in. The protection, therefore, has cost 
him nothing net. 

The policy I selected for him was one of our 
specials called “Economic Adjustment.” It re- 
quires less outlay than Ordinary Life for the first 
five years. But if he is still alive after 12 years, 
when Mary’s college days will start, the cash 
value of this policy will be nominal; not 
nearly enough for her education. Still, the 
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doctor considered this arrangement satisfactory. 

A few months later I tried to persuade him 
to buy a similar policy for his younger daugh- 
ter. After consultation with his wife, however, 
he reported that she felt he was already “paying 
plenty for life insurance.” 

Just eleven months after that, | came down 
to the office one Monday morning and was 
shocked to be notified that the doctor, now 
barely past 36, had died over the week end of 
a cerebral hemorrhage. He had paid my company 
a total of $87.50 for a year’s premium on the 
$4,000 policy. Immediately, according to the 
terms of the policy, the company began to pay 
interest ($10 a month), to the mother as guard- 
ian of Mary. This interest has totaled more each 


‘year than Doctor Jones paid in altogether! 


Then when Mary becomes 18, with the prin- 
cipal still intact, the $4,000 will be paid out to 
her. for college expenses in 48 equal monthly 
payments of $88.08 each. This totals $4,227.84. 

Thus the doctor's $87.50 will produce ap- 


proximately : 
132 x $10 (interest only) . . . . . . $1320.00 
$4227.84 


Nothing but life insurance could do a col- 
lege education job like this. The doctor, before 
buying the policy, had been putting $10 a month 
in a special savings account for Mary’s educa- 
tion. This was better than no plan at all. But it 
was not self-continuing after death as the in- 
surance plan was. 

My only regret was that I had not been a 
good enough salesman to place the second policy 
for the baby. 

Here is another case history from the com- 
pany’s records showing a doctor’s Educational 
Fund Policy in action. I didn’t sell Doctor Smith, 
but I know all the details. 

Poxicy: $5,000 Educational Fund written on the 
Ordinary Life Plan. Premiums $101.60 semiannually. 

InsureD: Dr. John Smith had a good general prac- 
tice and was also company physician for a grocery 
chain. When he bought the policy (August, 1934) his 
income was about $600 a month. He owned his home 
and had an estimated net worth of $25,000. He was 
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44 years old. Doctor Smith planned for his son Thomas 
to study medicine. 

BeNneEFIciARy: Thomas Smith, the doctor’s son, who 
was nearing his fifth birthday at the time the policy 
was issued. The doctor provided for payments to see 
his son through four years of undergraduate studies 
and four years at medical school. 

Outcome: In June, 1936, less than two years after 
buying the policy, Doctor Smith died, after a five-day 
illness—acute lobar pneumonia. Quarterly installments 
of interest of $37.69 were paid to the beneficiary while 
the policy proceeds were on deposit—until his 18th 
birthday. 

The first installment of his educational fund 
was paid on September 1, 1947 and the last 
regular payment is due on May 1, 1955. 

The first payment, as provided in the policy, 
was $125. Since then payments of $75 have 
been made on the first day of October, Novem- 
ber, December, January, March, April, and May, 
and $125 on February 1 and September 1. 

Here is another student who can thank life 
insurance and his father’s forethought for mak- 
ing his college education possible. 

“But,” I hear some object, “you’ve picked ex- 
amples that make insurance look good because 
the insured died after only one or two pay- 
ments.” Granted that both the cases cited are 
unusual in that respect, still that hardly mini- 
mizes the importance of adequate insurance pro- 
tection. But, for the sake of answering this critic, 
let us suppose both physicians had lived until 
their beneficiaries reached age 17—about ready 
for college matriculation. In that event, Doctor 


Jones’ “education protection” for Mary would 
have cost him $962.00, while Doctor Smith 
would have assured his son’s medical training at 
a cost of $1,219.20. So the policy would still 
have been a “good buy” in both cases. 

So the doctor need not pass from the scene 
before his children reach college age to make 
the insurance plan worthwhile. The Endowment 
Plan, as I mentioned earlier, will pay for the 
education whether the doctor lives or dies. Other 
plans, such as those mentioned, which pay in 
full only on death, are intended primarily to 
protect against just such a contingency. But they, 
too, will help—through the cash surrender value 
—if the insured lives throughout his children’s 
college days. 

What is the best policy for Educational Fund 
purposes? That depends on your individual situ- 
ation. Any good insurance man can advise you 
on that, if you will lay your financial cards on 
the table. 

Statistics show that the college graduate earns, 
on the average, $72,000 more in his working 
lifetime, than a noncollege man does! So mak- 
ing certain that your children can have a col- 
lege education is one of the best investments 
you can make for their future. 

Should your children go to college, doctor? 
In all probability the proper answer is: “Em- 
phatically yes.” Can your children go to college? 
Now that is an entirely different question. The 
answer is largely up to you. 
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“What did you say, Martha? ... What? ... Who? ... What? 
. . . Will you cut out that confounded pounding, my dear!” 
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Top: Marius A. Francoz, M.D., wine connoisseur, raises his 
glass in a toast. He is vice-chairman of the banquet com- 
mittee of the 1951 Assembly. Center: Members of the Wine 
Society tour the cellar of the Chateau Haut Brion in Bor- 
deaux. Right: Grapes are ready for crushing, in the Cham- 
pagne district of France. The author faces the camera. 
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FINE WINE—-NOW THERE‘’‘S A HOBBY! 


BY MARIUS A. FRANCOZ, M.D. 


San Francisco and the Bay Region have al- 
ways enjoyed a singular reputation for good 
eating and the appreciation of choice wines. 
One reason for this may be that some of the 
finest wines produced in the United States are 
grown in the adjoining counties. So it is no 
surprise to find that among the medical pro- 
fession of the area there are many general prac- 
titioners who have specialized, not in the recog- 
nized specialties of medicine, but in the art of 
good living. 

This group of bons vivants is subdivided 
into many types of gourmets. Some know good 
food and show great discernment in the compo- 
sition of a gourmet dinner; others delight in ac- 
tually cooking these dinners and a number of 
them have become distinguished amateur chefs. 
There are those who prefer outdoor cooking 
and many suburban homes are equipped with 
various types of barbecue pits. Others delight 
in delving into the intricacies of the haute cui- 
sine and take possession of the kitchen to pro- 
duce unusual dishes which are the result of dis- 
criminating research among the hundreds of 
cook books published in this country and the 
more profound texts printed in French. Lastly, 
there is the group with all the above qualities, 
plus a very fine palate for the appreciation of 
the outstanding wines grown in California and 
abroad. These connoisseurs have made extensive 
studies of the relationship of wine to food and 
engaged in friendly rivalry over what outstand- 
ing wines to serve with which exquisite food. 

So it is no wonder that in 1939, under the 
leadership of Dr. Charles P. Mathe, an out- 
standing gourmet and enophile, the Society of 
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A lavish dinner at Chateau Mouton-Rothschild, 
the Bordeaux residence of the Baron Rothschild. 


Medical Friends of Wine was founded. | was 
fortunate to be among those who congregated 
in the office of Dr. Langley Porter, Dean of the 
School of Medicine at the University of Cali- 
fornia, to officially create the Society with the 
declared purposes of stimulating scientific re- 
search on wine, of developing understanding of 
its beneficial effects, and of encouraging an ap- 
preciation of the conviviality and good fellow- 
ship that are a part of the relaxed and deliber- 
ate manner of living which stems from the 
proper use of wine. 

The Society has several dinners each year. 


Afler Hours 
‘4 
; 91 


We do not serve the usual cocktails, but rather 
a very fine California sherry with the hors 
d'oeuvres. A white wine accompanies the soup 
and the fish course, and red wines follow for 
the meat, salad, and cheese. Usually an ade- 
quate California brandy is served with the small 
black coffee at the end of the meal. 

Once a year we have a tour of two or three 


Grapes growing in the Champagne district, France, 
are viewed by Society members, from the autobus. 


vineyards in one particular section. The mem- 
bers leave in a chartered bus early Sunday 
morning and return late the same day. Lunch 
is served en route and at each visit our con- 
freres are initiated in the arts of making wine 
and the care of wine while in storage until it 
is bottled and ready for the market. 

Much research on wine has been done at the 
University of California and at the School of 
Medicine of Stanford University. This has been 


sponsored by the Wine Advisory Board upon 
recommendation of the Society of Medical 
Friends of Wine and the Medical Research 
Committee of the Wine Institute. 

Some of the highlights of published articles 
cover very interesting and practical points such 
as the use of wine in health, the food value of 
wine, the action of wine upon the digestive 
organs, the effects of wine on the liver, pan- 
creas, and kidney, the use of wine in old age, 
and many other practical applications. Some 
of these reprints are available through the Wine 
Institute in San Francisco. 

A few San Francisco physicians have still 
another opportunity to learn about and enjoy 
fine wines, for there is a branch there of the 
Wine and Food Society. The head office of 
this organization is in London, though M. An- 
dré L. Simon, its president and founder, was 
born in France. He has written extensively on 
wines and foods. He has an international repu- 
tation for his great knowledge of gastronomy 


- and for his keen palate in discerning the fine 


qualities of wines. 

The Wine and Food Society of San Francis- 
co was established in 1934 under the able leader- 
ship of Mr. Harold Price, an attorney, gastro- 
nome, and great connoisseur of wines. It is com- 
posed of 125 members and there is a long wait- 
ing list. Not more than fifteen per cent of any 
one profession can be admitted and the medical 
complement has been full for many years. 

A dinner is given every month, except during 
the summer, for which a chairman is appointed 
who in turn chooses a committee to assist him. 
The committee tries to avoid any repetition of 
foods served at previous dinners and after a 
careful selection of unusual dishes, the dinner 
committee meets with the wine committee to 
decide upon appropriate wines to complement 
the food. Original menus are printed which 
members proudly cherish as souvenirs. There 
is much competition among the dinner chair- 
men, each trying to outdo the other. Naturally 
these efforts stimulate such high interest among 
the membership that most dinners are oversub- 
scribed in anticipation. 

These dinners are usually limited to forty- 
eight or fifty people, as one case of a particular 
wine will serve this number for one course. 
Either champagne or sherry is served as an apé 
ritif with the hors d’oeuvres. A white wine fol- 
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lows with the soup and fish, then a red wine 
with the roast and vegetables, and a greater red 
wine with the salad and assorted cheeses. A v 
fine cognac is served with the café noir. There 
are, of course, variations in the food and in the 
wine, such as a heavier sherry with the soup or 
a sweet Bordeaux wine with dessert. 

The ladies’ dinner which takes place in May 
of each year is a brilliant affair to which the 
wives of members look forward with much an- 
ticipation, especially as members can invite other 
couples and form their own small parties. All 
other dinners are for members only and their 
male guests, if guests are allowed at that par- 
ticular dinner. 

The Christmas Dinner is always the out- 
standing function of the year, for only the finest 
imported wines are served. The Society has its 
own extensive stock of imported and domestic 
wines which is replenished from time to time 
with purchases recommended by the wine com- 
mittee. 

Annually we have a wine tour of a certain 
section and spend two days visiting vineyards. 
We leave early on a Saturday morning during 
the grape harvesting and crushing season. A 
booklet is published for that particular tour de- 
scribing the wineries to be visited, the type of 
grapes grown, the type of wine produced, any 
historical data of interest, together with the 
menu and wines served at the meals. 

Two years ago, during the annual tour, M. 
Henri Beaujard, French Commercial Counsellor 
in San Francisco, suggested that the next tour be 
made in France, visiting the principal wine-pro- 
ducing centers of the country. After a few 
months of negotiation with the French Govern- 
ment, a group of twelve members of the San 
Francisco, Los Angeles, New York, and Bos- 
ton chapters of the Wine and Food Society met 
in Paris preparatory to departing on this memo- 
rable trip. We were received by M. Pierre de 
Gaule, the Mayor of Paris, who was most warm 
in his welcome to this small American group, 
and attended a number of receptions. 

On September 12, 1949, we left Paris in a 
chartered autobus under the able guidance of 
our directress, Mme. Genevieve Seznec. We 
were accompanied by two photographers and 
several reporters. We first visited the Loire dis- 
trict and there sampled the lovely and delight- 
ful white wines and the well-known sparkling 
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wines of the region. These are called sparkling 
white wines, even though they are made by the 
identical methods employed in making cham- 
pagne, for only wines produced and grown in 
the Champagne district have the right to that 
appellation. During our three days in the Loire 
district we visited Tours, Vouvray, Saumur, Bu- 
dan, and one evening had the honor of dining 


A visit to the Bordeaux vineyards was high- 
lighted by good wine and genuine hospitality. 


at the ancient castle of the Duc de Brissac. 

The following day we left for Cognac to visit 
the distilleries and warehouses where the famous 
French brandy called “Fine Champagne” is 
made. We were royally treated and dined that 
evening on a small island. Halfway through the 
meal we were served a glass of cognac to drink, 
for an old custom claims that this will create 
more room for the rest of the meal. 

Our next stop was the Bordeaux region 


where one could stay for weeks without tiring 
because the hospitality is so genuine, the wines 
so good, and the food so internationally known. 
During our stay we were received by M. and 
Mme. Cruze at the Chateau du Taillan and by 
the Baron Rothschild at his Chateau Mouton- 
Rothschild. It was a rare treat to visit those 
famous chateaux whose wine we had known 
for years, and to actually enter the cellars which 
held such great treasures. 

Then we had to move on, but on the way 
stopped at the caves where the famous Roque- 
fort cheese is made. Here we sat down to eat 
at 1:00 P. M. and arose from a delicious meal at 
5:30 P. M. Then we visited the cheese factory 
which is on five levels and where cheese ac- 
quires the blue penicillin veins which is 
characteristic of Roquefort. 

Next we visited the Rhone country where 
wines are unusually good and distinctively 
characteristic. We had several gastronomic ex- 
periences which I shall never forget, for lunch 
lasted three or four hours and on many occasions 
we were not able to eat the dinners which were 
served us. On our way to Lyon we were ex- 
posed to the greatest French cuisine which I 
have ever experienced. We stopped in Vienne 
at the Restaurant de la Pyramide where our 
host was M. Point. The marvelous meal which 
he served would take pages to describe. The fol- 
lowing day we began our tour of the Burgundy 
district. There we saw the aristocracy of French 
wines and visited the vineyards and cellars 
where those noble wines are grown and pro- 


‘Peoiateician 


duced. Burgundy cookery is known the world 
over, and it was in Beaune that we had two 
more memorable meals served with some of the 
rarest wines that Burgundy has ever produced. 
We hated to leave, but we had to visit the wine- 
producing districts of Alsace where they grow 
the Rieslings, Traminers, and Sylvaners. The 
people of Alsace are charming and very gener- 
ous with the unusual wines which they have 
worked so hard to produce. 

Our next and last stop was in Champagne 
where they produce that magnificent sparkling 
wine which is known the world over. We stayed 
at the Hotel du Lion d’Or in Reims, which is 
the capital of Champagne, and from there visi- 
ted the various wineries. Some of the larger 
ones have from twelve to fifteen miles of 
underground caves, the largest of which has a 
capacity of 20,000,000 bottles. They sell only 
whatever stock they have above this number. 
It is interesting to know that almost all cham- 
pagne which is white is made with 65 per cent 


red grapes and 35 per cent white grapes, the 


dark skins being removed during fermentation. 

After three days here, we returned to Paris 
and our tour, which had lasted twenty-three 
memorable days, came to an end. Several re- 
ceptions were held to celebrate our return, in- 
cluding a notable dinner at Maxim’s on the Rue 
Royale given by the owner and his wife, M. 
and Mme. Vaudable. We sailed for home with 
a better awareness of the charm and generosity 
of the French people and of fine wines grown 


in their country. 
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Vhe Duactitioners Bookshelf 


Textbook of Bacteriology. By Joseph M. Dougherty, 
A.B., M.A., Ph.D., and Anthony J. Lamberti, B.S., 
M.S. Pp. 472. Price, $5.75. The C. V. Mosby 
Company, St. Louis, 1950. 


If this textbook had been less well done, this 
reviewer would not make the following few 
suggestions which might add in a small way to 
its excellence. 

Although a comprehensive chapter is written 
on the microscope, the authors neglect to explain 
that it is equally as necessary to place oil be- 


tween the condenser and the slide, as it is to’ 


place oil between the slide and the objective in 
order to attain a sharp image. ' 

The discussion and comments inserted at the 
ends of the chapters upon treatment might bet- 
ter have been omitted because most of these 
subjects are out of date now and are obviously 
better written by medical practitioners. For ex- 
ample, it is stated in the chapter on the staphy- 
lococcus, “Vaccines are used as therapeutic meas- 
ures in the control of such diseases as impetigo, 
furunculosis, carbuncles, and boils. Autogenous 
vaccines are, as a rule, to be preferred to stock 
vaccines.” The latter statement is no longer true 
since the advent of the potent staphylococcus 
toxoids ten years ago. In this connection, and 
due to the importance of the staphylococcus, the 
chapter on this bacterium should be enlarged 
and should contain a word, too, about staphy- 
lococcus toxoids. 

In the chapter on the bacteriology of water, 
milk, and food, it would seem that more im- 
portance should be given to the discussion of 
mastitis because of the fact that while the bac- 
teria which cause mastitis are ordinarily not 
pathogenic to man, on the other hand mastitis 
predisposes an udder to secondary invasion of 
pathogens and then becomes an important epi- 


demiologic source of contamination. 
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In spite of these minor deficiencies, here is a 
textbook on bacteriology written from an in- 
teresting historical point of view for the pur- 
pose of giving the student a background that is 
both adequate and fundamental. Although it is 
designed for premedical, predental, and _pre- 
technologic instruction in bacteriology, the book 
should be equally valuable for nurses and teach- 
ers of personal hygiene. We also especially 
recommend it as a pleasant refresher for the 


general practitioner. —D.E.D. 


Sexual Freedom. By Rene Guyon. Pp. 344. Price, 
$4.50. Alfred A. Knopf, Inc., New York. 


This is a rather interesting book in which a 
Frenchman looks at sex in a way less puritanical 
than the one that has always been popular in 
England and America. Guyon shows that there 
is little logic and much hypocrisy in our sexual 
mores. He points out that some women are even 
more sexual than many men, and that many 
women are aggressive. 

Evidently Guyon has but few illusions left. He 
believes, as do many others, that the sexual be- 
havior of a man or woman, so long as it does 
not result in the leaving of an unwanted child 
on the doorstep of the associated charities, is no 
business of the persons’ parents, their parson, 
Walter Winchell, or the policemen on the cor- 
ner. Their nights are their own! Some will agree 


and many will not. —-W.C.A. 


Pictorial Handbook of Fracture Treatment. By E. L. 
Compere, M.D., Sam W. Banks, M.D., and Clinton 
L. Compere, M.D. Illustrated by Harold Laufman, 
M.D. Pp. 390. Price, $6.00. The Year Book Pub- 
lishers, Inc., Chicago, 1949. 


For long tbe general practitioner has been 
looking for a simple, short book on fractures, 
well illustrated, and showing just how to handle 
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These 


Medical 
Books 
Belong 

Your 
Library 


AT 

ALL 

MEDICAL 
BOOKSTORES 
OR 


ATOMIC MEDICINE 


What does atomic energy mean to the field of medicine? This book present; 
the new problems and the unlimited future which the harnessing of atomi- 
energy opened to the doctor. It appeals equally to radiologists, general prac- 
titioners, internists and physicists. Its approach is positive—it tells how atomic 
energy can heal, not destroy. To the best of our knowledge, there is no similar 
book now available to the profession. 


Charles F. Behrens, M.D., Editor, Captain, MC, USN, Director Atomic Defense 
Division, Bureau of Medicine and Surgery 


432 pages 90 illustrations 20 contributors $7.50 


THERAPEUTICS IN INTERNAL 
MEDICINE 


This is an encyclopedia of 268 articles on medical treatment—especially designed 
for internists and general practitioners. In its pages, 82 of the country’s most 
distinguished medical men consider and discuss the treatment of every non- 
surgical disease you will be likely to encounter in the practice of medicine. Of 
special interest is a very up-to-date section on the new antibiotics. 


Franklin A. Kyser, M.D., F.A.C.P., Editor, Associate in Medicine Northwestern 
University Medical School 


736 pages °* 21 sections 268articles © $12.50 


GYNECOLOGY (THE TEACHINGS OF JOHN I. BREWER) 


Here’s a fresh approach to the subject of gynecology—designed for use in daily 
clinical practice. Diseases and symptoms are grouped according to their symp- 
tomatology and physical findings. Clinical aspects, diagnosis and treatment of 
all conditions mentioned in each chapter are discussed in detail—which makes 
this an ideal reference book for all concerned with gynecologic problems. 


John I. Brewer, M.D., Ph.D., Professor of Obstetrics and Gynecology, Northwestern 
University Medical School 


448 pages ° 66 illustrations ° $7.50 


GYNECOLOGY DIAGNOSIS 


A new and different approach to the time-honored subject of diagnosis. You, 
the reader, are taken through a diagnostic clinic in which 33 cases are discussed, 
each abundantly illustrated with easy-to-follow drawings and supplied with 
ample clues. From this material you decide what the correct diagnosis in each 
case should be, then check yourself against the answers at the end of each 
chapter. A delightfully easy refresher course in diagnosis. 


Robert Trauber, M.D., F.A.C.S., F.1.C.S., Assistant Professor of Gynecology and 
Obstetrics, The Craduate School, University of Pennsylvania 


288 pages ° 80 original illustrations © $6.00 


THOMAS NELSON & SONS 


385 Madison Ave. 
New York 17, New York 
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the common problems. This book appears to be 
the answer. Physicians who handle fractures 
will find this book invaluable. Doctor Laufman’s 
illustrations are particularly good because he is 
not only an artist but a surgeon. —W.C.A. 


Discoverers for Medicine. By William H. Woglam, 
M.D. Pp. 229. Price, $3.75. Yale University Press, 
New Haven, Conn., 1949. 


Often laymen accuse doctors of a chauvinism 
that would make them refuse to accept some 
discovery like that of the cure of cancer, if it 
were to come from a layman. Actually they 
could not be more wrong because so many of 
the great discoveries of medicine have come 
from laymen. 

Especially in the eighteenth and early nine- 
teenth centuries, many discoveries were made 
by amateurs who were studying science in their 
own little home laboratories. This book describes 
a number of these men, and tells what they 
discovered. It is interesting and informative 
reading. —W.C.A. 


Harvey Cushing, a Biography. By John F. Fulton, 
M.D. Pp. 754. Price, $5.00. Charles C Thomas, 
Springfield, Ill., 1946. 


One cannot help comparing this biography 
with the volume on Osler by Cushing. Yet it 
falls far short of that because Cushing was not 
so wonderful a character as Osler and his life 
was not so intriguing. The book is well written. 
The only comment one might make is that in 
another edition it could. be shortened with ad- 
vantage. There is more detail in many places 
than the average doctor wants. 

It is interesting that Cushing once wrote 
Edgar H. Wells saying that he despised the 
spirit of the novel Arrowsmith. Other physicians 
did so too. 

Everyone who knew Cushing knew his great 
ability and also his tendency at times to be diffi- 
cult. When in his hospital days, he had to be 
operated on for appendicitis one of the nurses 
put it very well. She said, “Doctor Cushing can 
be pleasant when he wants to be.” A house 
officer remarked that Cushing was an extremely 
hard man to work with, no matter whether one 
was over him or under him. His tremendous 
desire for success made it impossible for him to 
give much credit to anyone for work done with 


him. When he wanted to be, he could be one 


GP @ February, 1951 


of the most charming persons in the world. 

The man had a slight tendency to depression 
and once in his younger days he was somewhat 
suicidal. He was a gifted man who wrote well. 
He could sketch well and he took extensive 
notes on everything, always writing in a minute 
hand. 

Very interesting is Cushing's comment, “The 
library is the heart of the university.” “A col- 
lection of books is a university, and a custodian 
of books is necessarily a teacher. The main 
business of the college is not vocational but cul- 
tural, not final but initiative.” 

This is a good biography of the man known 
to everyone as the great brain surgeon of 


America. —W.C.A. 


Penicillin: Its Practical Applications. Edited by Profes- 
sor Sir Alexander Fleming. Pp. 491. Price, $7.00. 
The C. V. Mosby Company, St. Louis, 1950. 


The busy practitioner will be delighted to 
discover a laboratory investigator capable of or- 
ganizing a text crammed with authentic infor- 
mation in regard to a drug now being used 
every day. 

Each contributor has drawn on a vast array 
of personal experience in his field of special 
interest. There are sections on the prophylactic 
use of penicillin, hand infections, venereal dis- 
ease, osteomyelitis, eye infections, and many 
other medical and surgical indications for peni- 
cillin. Numerous case histories, charts, graphs, 
and photos are used in illustrating specific points. 
In addition, the eye-saving typography, effective 
arrangement of headings and paragraphs, and 
lack of verbosity make reading enjoyable. 

It is inevitable that such a symposium would 
skim very recent applications; that individual 
writers present slightly conflicting opinions on 
moot issues, and that differences show up be- 
tween British and American practices. These 
minor defects in no way interfere with the use- 
fulness of the book. 

In an everchanging field, revisions will con- 
tinue to be necessary. The brief chapters on 
penicillin sentivity and resistance, chloromyce- 
tin, and aureomycin will need expanding as 
clinical experience accumulates. As a concise, 
readable, and authoritative presentation of peni- 
cillin usage to date, however, Doctor Fleming's 
worthy contribution lives up to its title. 

—C.H.K. 
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The Child Who Never Grew. By Pearl S. Buck. Pp. 
62. Price, $1.00. John Day Company, Inc., New 
York, 1950. 


Here is a book which should be read by 
every physician, by every pediatrician, and by 
every parent who has a feeble-minded child. 
All of us who practice medicine should feel 
grateful to Mrs. Buck for having had the cour- 
age, and the devotion to mankind to write so 
intimately of a painful subject. Most persons 
would only have tried to hide such sorrow. 

Mrs. Buck tells of her gradual discovery that 
her only child, a pretty little girl, was not devel- 
oping mentally. Naturally when the realization 
of the tragedy came to her it broke her heart. 
As she said, “I tried to conceal my weeping 
from my child because she stared at me and 
laughed. It was this uncomprehending laughter 
which always and finally crushed my _ heart.” 
As Mrs. Buck says, a mental distress of this 
type, “so profound and absorbing, poisons the 
whole system and destroys thought and energy.” 

Finally Mrs. Buck pulled herself together, 
and started on a long journey in search of a 
cure. This took her from one specialist to an- 
other and one clinic to another. Always she was 
hoping against hope, and this helped her. 
“Knowing what I was going to do and thinking 
how to do it did not heal the inescapable sor- 
row, but it helped me to live with it. I ceased 
to use all my spiritual energies in rebellion. I 
did not ask why so continually. The real secret 
of it was that I began to stop thinking of myself 
and my sorrow and began to think only of my 
child.” 

Recently we wrote in this journal of some of 
the problems of medical ethics and here in this 
book one runs onto more of them. When a 
woman carrying a feeble-minded child walks 
into the office of an experienced physician, usu- 
ally all he needs do is to take one glance, and 
he knows the diagnosis and the hopelessness 
that goes with it. At a glance the doctor sees 
that there is no defect in any one of the glands 
of internal secretion. The only trouble with the 
child is that no intelligence looks out from his 
eyes. 

The question then is, should the doctor tell 
the parents right off that there is no sense in 
putting the child through another long and 
expensive examination, or should he go ahead 
and examine? If intelligent people knew how 


easy it is for an experienced physician to make 
many a diagnosis at a glance, and to make it 
with certainty, they might be more willing to 
accept his diagnosis and to be grateful to him 
for his honesty and his desire to save them from 
more useless expense. But if the doctor were to 
refuse to examine the child, most people would 
be disappointed, some would be outraged, and 
many would feel that they had not received 
what they had come so far to get. And so per- 
haps in most cases the physician is wise and 
kind when he does go ahead and does charge 
for services which he knows will be of no value 
to the child. 

The next big ethical question before the 
doctor is, should he tell the parents frankly that 
there is no hope or should he soften the blow 
and let them retain some hope so they will keep 
on going from one clinic to another until all 
their money, which perhaps ‘should have been 
saved to educate another child in the family, is 


‘used up? 


It is sad and distressing to read that in Mrs. 
Buck’s case, one gland specialist kept her coming 
back day after day for a year while he tried 
glandular products on the child. One suspects 
that if this man had been worth his salt, he 
should have known immediately that the child 
was not a cretin, and if he had had any doubts 
on the subject, he should have known that he 
could settle them by giving thyroid substance 
for a few weeks. One wonders why, for a whole 
year, this man kept the child coming back for 
“shots” of this and that. Was he stupid, was 
he out for the money, or did he feel that he 
was doing Mrs. Buck a kindness? She thinks 
he did her good in that gradually during that 
year she came to see what she was up against. 
But many a physician could not have done as 
this man did; he could not have squared such 
actions with his conscience. 

Finally, at last, a kindly pediatrician told Mrs. 
Buck the whole truth. Naturally it was a terrible 
blow and a terrible shock, but from then on 
she knew what she had to do, and she faced 
the facts. The big problem then was how best 
to make certain that the child would always 
have good care. Wisely Mrs. Buck decided that 
the safest and best place would be an institution 
where a succession of experts and kindly people 
could always be provided to care for the child. 
Mrs. Buck had a great fear that if she herself 
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should die, the child would suddenly be left 
to face a strange and unknown world. 

It is good that in her book she tells people 
of the wisdom of putting feeble-minded children 
in institutions. All physicians have seen homes 
wrecked by the presence of a feeble-minded 
child. Often the mother moves into the room 
with the child, and neglects her husband. Then, 
after years of loneliness and resentfulness, he 
is likely to find solace elsewhere. Any bright 


have a feeble-minded child in an asylum should 
go regularly to visit him. Too often the parents 
abandon the child. Perhaps they do not realize 
that many of the children in these homes look 
forward keenly to the coming of their parents, 
and when their own people do not come, they 
envy the other children who are visited. 

This is a book which should be read by every 
thoughtful physician. Then he will pass it on 


to some woman who has the sorrow of having 


children in the home are neglected and left to a mentally defective child. It can help such a 
shift for themselves. The mother is too tired person tremendously, and it can show her what 
and unhappy to show them much love. Even- she had best do. 
tually her health is likely to break under the Again, may we express our gratitude to Mrs. 
constant strain. Buck for having rendered this great service to 
Mrs. Buck searched through a number of hundreds of thousands of greatly troubled 
schools and institutions until she came to see people. She has rendered a service also to all 
that what she wanted most was a place in which mentally handicapped children because her book 
the people would give the child not only care will serve to bring them better treatment. 
but affection. And these children often want 7 
affection just as normal children do. They need Atlas of Roentgenographic Positions. By Vinita Mar- : 
to be happy. Some have certain few faculties rill. Pp. 663. 2 Vols. The C. V. Mosby Company, - 
well developed. Thus Mrs. Buck’s child had a St. Louis, 1949. : 
’ wonderful sense of music, and took great delight This is a remarkable production, written while 
in listening to good phonograph records. the author was educational director of the 
Mrs. Buck makes the plea that parents who Picker X-ray Corporation. Years ago there were 2 
O cTin - for Relief of Smooth Muscle Spasm 
Octin is an antispasmodic with both neuro- 
tropic and musculotropic action indicated for 
the treatment of smooth muscle spasm, par- : 
ticularly in spastic conditions of the genito- a 
urinary and gastrointestinal tracts. It acts B 


promptly and the relaxation usually lasts three 
to five hours. 


DOSE: Orally, one tablet (2 grains Octin mucate) 
every three to five hours. ~ 


Intramuscularly, % to | cc. (I cc. ampule, 
0.1 Gm., Octin HCI.) every three to 


four hours. 


Octin, methylisooctenylamine, Trade Mark Bilhuber. 
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When the diet 
is deficient in vitamins 


THERAGRAN Offers your patients the 
clinically proved, truly therapeutic 
“practical” vitamin formula* recom- 
mended by Jolliffe. (Jolliffe, Tisdall 
& Cannon: Clinical Nutrition, New 
York, Hoeber, 1950, p.634.) 


THERAGRAN supplies all of the vita- 
mins indicated in mixed vitamin 
therapy in the carefully balanced, high 
dosages needed for fast recovery from 
mixed deficiencies. 


Each Theragran Capsule contains: 


Thiamine Hydrochloride .... . 10mg. 
Niacinamide . ... « 150 mg. 
Ascorbic Acid . . 150 mg. 


Bottles of 30, 100 and 1000 
®Thiamine content raised to 10 mg. 


When you want truly therapeutic dosages specify... 


THERAGRAN 


for therapy... 
and correct the patient’s diet 
SQUIBB 
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only a few positions used in roentgenologic 
work; today there are scores of them and the book 
is a veritable mine of information on them. 
Much research has shown just how to get the 
best films of, let us say, the paranasal sinuses, or 
different parts of the skull. A technician can 
spend weeks just in learning how to x-ray the 
skull and its sinuses. 

Physicians who have their own roentgenologic 
department and who would like to improve their 
own techniques or those of a technician could 
not do better than to purchase a copy of this 
atlas. 


Manual of Rheumatic Diseases. By W. Paul Holbrook, 
M.D., and Donald F. Hill, M.D., with the assist- 
ance of Charles A. L. Stevens, Jr., M.D., Pp. 182. 
Price, $4.25. The Year Book Publishers, Inc., Chi- 
cago, 1950. 

This book was written for the general prac- 
titioner to simplify and condense for him prac- 
tical information on rheumatic diseases. It is short 
and to the point, well illustrated, and tells what 


- to do for unfortunate patients with stiff, sore 


joints. 


Saw-Ge-Mah: Medlicine Man. By Louis J. Gariepy, 
M.D. Northland Press, St. Paul, Minn., 1950. 
This is the fictional story of a young doctor 

and all the trials he went through to get his edu- 
cation and to get started in practice. It is a story 
which can give many a young physician encour- 
agement and consolation. One sees here that 
medicine is not an easy calling. It is hard work, 
but there also is a glamorous side to it. The 
author throws light on certain unfavorable 
trends in medicine, such as the tendency toward 
overspecialization and the elimination of the 
general practitioner. Doctor Gariepy says truly 
that the loss of all general practitioners, espe- 
cially in a small town, would be a disaster. 

As the publishers note, many books have been 
written about physicians and the country doctor, 
the city specialist, and the young intern, but 
none have discussed the practice of medicine 
with more understanding than has Doctor 
Gariepy. Dr. James H. Dempster, formerly editor 
of the Journal of the Michigan State Medical 
Society and a fine writer himself, said about this 
book: “I cannot be too extravagant in its praise. 
The reader's interest is sustained to such a de- 
gree throughout that it is difficult to find a 
place to stop to eat, to retire, or to go to work, 
as the case may be.” We concur. 
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Doctor Gariepy has been a pharmacist, a gen- 
eral practitioner, a surgeon, and an organizer of 
a medical group. He is head of the surgical staff 
of the Detroit Medical Surgical and Dental 
group. His personal philosophy is summed up in 
the words, “Live hard and live well. Make every 


move an adventure.” 


Anesthesia in General Practice. By S. C. Cullen. Pp. 
264. Price, $4.65. 2nd Ed. The Year Book Pub- 
lishers, Inc., Chicago, 1949. 

Many a general practitioner who has to oper- 
ate or give anesthetics may have wished that he 
could find a small book which would give him 
the essential information he needs—the sort of 
information he could get if only he could go and 
spend some months in postgraduate study. 

This looks like such a book. It was written by 
the head of the Division of Anesthesiology, De- 
partment of Surgery, State University of Iowa 
Hospitals, and Associate Professor of Surgery 
(anesthesiology) in the State University College 
of Medicine. It contains a wealth of informa- 
tion in a brief form. It is small and compact and 
can be read through in a few evenings. Doubt- 
less, many physicians will receive it with a shout 


of joy. 


The Management of the Patient with Severe Bronchial 
Asthma. By Maurice Segal, M.D., Assistant Profes- 
sor in Medicine, Tuft’s College and Medical School. 
Pp. 158. Price, $3.50. Charles C Thomas, Spring- 
field, Til. 

This is a very attractive little volume and one 
which should be popular with the medical pro- 
fession because there are few cases which so 
distress a physician as one of severe bronchial 
asthma in which the patient no longer responds 
to treatment with epinephrine and the other 
commonly used drugs. In this book one finds 
discussed every type of treatment that can be 
used in these cases. There is much on the thera- 
peutic use of gases. 

Doctor Segal tells of 10 patients who were in 
status asthmaticus and who were refractory to 
epinephrine. They regained their ability to re- 
spond to this drug after receiving an intravenous 
injection of from 30 to 50 mg. of an antihista- 
minic. They also took epinephrine by aerosol 
and this worked better following the giving of 
the antihistaminic. There is a good deal of 
material on the use of the new aerosols. All 
together this is a most attractive book and a 
worthy addition to the wonderful series that 
Thomas has been putting out. 
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Therapeutic dosages 
give therapeutic results 


“,..recovery from a nutritional defi- 
ciency is usually retarded if one 
depends only upon the vitamins sup- 
plied in food.” (Spies ‘and Butt in 
Duncan: Diseases of Metabolism, 
ed. 2, Phila., Saunders, 1947, p.495) 


When you want all of the vitamins indicated in 


mixed vitamin therapy in the necessary high dosages 


... specify THERAGRAN 


Each Theragran Capsule contains: 


Thiamine Hydrochloride ..... 10 mg. 
150 mg. 


Bottles of 30, 100 and 1000 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB **THERAGRAN’? T, M., SQUIBB & SONS 
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Anxiety and Autonomic Lability 
as the Basis of Functional Disorders 


Emotional response to the stress of life is the pri- 
mary source etiens in a steadily increasing num- 
ber of cases. Weiss and English’ estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebaugh* refers to anxiety as “. . . the 
universal disease of our times’’. 
Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 
icture may mimic a true organic disease. 
e symptom-complex usually involves several or- 


gan systems.”** In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.”**** Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the symptoms which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
— hypertonicity, others to parasympathetic 


ypertonicity. 


PARASYM- 
SYMPATHETIC SYMPTOMS OF 
ORGAN SYSTEM| HYPER- —— FUNCTIONAL | AUTONOMIC 
TONICITY TONICITY DISORDER 
Belchi 
: Hypomotility Increased Salivation ried exhibits a clinic 
CANTESTINAL | Hyposecretion | Hypermotility Netcen vomiting | Picture suggestive 
diagnosis of 
Rapid heart rate Palpitation Functional Disorder 
Peripheral vaso- sm 8 heart rate | cinus tachycardia can be facilitated 
CARDIO- constriction ilatation Premature systoles | by use of the fol- 
VASCULAR ee Lowered blood A lowing indicati 
Slight rise in cca B.P. low in some; owing wmcications 
blood pressure P elevated in others — 
iable Bl 
Dry nasopharyngeal | Increased nasophar- | Dry mouth and > ome 
mucous yngeal secretion throat Temperature 
RESPIRATORY membrane Bronchial constric- | Difficulty in Variations 
Bronchial tion breathing Changing 
relaxation Laryngospasm Sighing respiration Pulse Rate 
Deviations in 
.M.R. 
Bladder detrusor Urinary frequency 
Bladder detruso Exaggerated Cold 
Difficulty in Pressure Reflex 
GENITO- Sphincter Sphincter relaxed ae Oculo-cardiac 
URINARY conteacted Ureter tone and Dysmenorrhea Reflex 
motility increased Menstrual Abnormalities 
an ee ty irregularity Glucose Tolerance 
decre Alterations 


This tabulation is based on data available in references 1 to 6 stated below. 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he is 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease and thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective distress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


- WEISS, E. 


unhealthy situations and attitudes. 

*The fact that autonomic dysfunction plays a large 
part in mediating the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective. 
8° The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 


- effect is an integrated sedation of the entire A.N.S. 


Co., 1949. 2. ostgrad. Med. 4: 

Nat. A. 42: 32-1950. 4, WOOLEY, L.: South. Med. & anaoz 

Surg. 102: 157, 1940. 5. KATZ, L. N., et al: Ann. Int, Med. 27: 261, 1947. 

6. KROGER. W. S. et ai: Am. J. Obst. & Gynec. 59: 328, 1950. 7. KARNOSH, ti als 
L. J., and ZUCKER, E. M.: A Handbook Of Ps =e rena Co., 1945. at maceu 1C 

8. HARRIS, L. J.: Canad. M. A. J. 58: 251, 1948. 9. SLAGLE, G. W.: J. 


Michigan M: Soc. 41: 119, 1942. 
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Academy Yeprorts and News 


1951 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


San Francisco Civic Auditorium, March 19-22, 1951 


FUNCTIONAL DISORDERS TO BE FEATURED ON THIRD 


DAY OF ASSEMBLY 


Tue medical practice of a family doctor is unique 
in two ways. He deals with health problems 
extending from birth, through the adult period 
of life to old age. And his close relationship 
with his patients affords an unparalleled op- 
portunity to view medicine from a broad psycho- 
somatic perspective. 

These two unique conditions of general prac- 
tice will be tied together and integrated in the 
third day’s program of the 1951 Scientific As- 
sembly. Wednesday morning will be devoted to 
the pediatric and geriatric aspects of medicine. 
The theme of the afternoon’s program will be 
the understanding, recognition, and manage- 
ment of functional problems and disorders. 

The morning’s scientific session will open with 
a talk by Charles F. McKhann, M.D., entitled 
“Highlights of Pediatric Practice.” Doctor Mc- 
Khann’s discussion will deal with birth injuries, 
the way to approach the difficult-to-feed infant, 
and the essential points in the management of 
the well baby and the younger child. He will 
review the immunization problem and the prep- 
aration of immunization records, and the con- 
tagious disease field. Routine physical examina- 
tions for well children and the opportunity for 
teaching children good medical principles will 
be stressed. 

The following hour will be a talk on “Our 
Geriatric Patients” by Richard A. Kern, M.D., 
who will discuss the social, physical, and psy- 


chologic problems associated with the period fol- 
lowing active adult life. Normal physiologic 


Cable car below is a successor to the world’s first, 
which was tried out on a San Francisco hill in 1873. 
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but keeps 
the cough 
reflex 


Stops 
wracking 
cough... 


MERCODOL provides prompt, selective relief that doesn’t interfere with 
the cough reflex needed to keep throat passages and bronchioles clear. 


This complete, pleasant-tasting prescription contains a selective cough- 
controlling narcotic! that doesn’t impair the beneficial cough reflex... 
an effective bronchodilator’ to relax plugged bronchioles . . . an expectorant*® 
to liquefy secretions. Remarkably free from nausea, constipation, retention 
of sputum, and cardiovascular or nervous stimulation. 


THE ANTITUSSIVE SYRUP THAT CONTROLS COUGH—KEEPS THE COUGH REFLEX 


An exempt narcotic 


MERCODOL with DECAPRYN® Each 30 cc. contains: 
for the cough with a 1 Mercodinone® 10.0 mg. 
— 2 Nethamine® Hydrochloride 0.1 Gm. 
specific allergic basis. 3 Sodium Citrate 1.2 Gm 


CINCINNATI ¢ U.S.A. 
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variants as well as the pathologic developments 
of the aging patient will be reviewed. 

The first three periods of the afternoon pro- 
gram will orient the audience on some of the 
basic concepts and principles underlying func- 
tional disorders, making it easier to understand 
specific problems as they are discussed on a panel 
at the end of the day. O. Spurgeon English, 
M.D., will open the afternoon program with a 
discussion of “Personality Growth and Develop- 
ment.” His study will begin with birth and take 
into consideration the inter-relations of child 
and mother, as well as others in the family. He 
will trace these inter-relations through nursing, 
weaning, toilet training, sexual education, school 
adjustment, adolescence, marriage, parenthood. 

Doctor English will be followed by Stewart 
Wolf, Jr., M.D., on “Emotional Forces and Bodily 
Behavior.” This presentation will illustrate that 
diseases consist not so much of what an invader 
or noxious experience does to the human organ- 
ism but what that organism does to combat, neu- 
tralize, or throw off the invader. Doctor Wolf 
will show that the same bodily adaptation or dis- 
ease process may occur in response to a variety 
of noxious stimuli—chemical, physical, bacterial, 
and environmental. 


The moderator of Monday's panel on “Coun- 
seling Factors in Family Life” will be the next 
speaker. George T. Harding, M.D., will review 
the principal therapeutic procedures a physician 
must employ in approaching disease and dis- 
orders from the psychosomatic perspective. His 
discussion of “Therapy in Functional Disorders” 
will emphasize the various modalities that come 
under the heading of psychotherapy. 

The day's program will close with a panel dis- 
cussion of the common functional disorders en- 
countered daily in the practice of medicine. 
Anxiety reactions, headaches, vasomotor rhinitis, 
asthma, nervous indigestion, neurodermatitis, 
and other syndromes and dysfunctions will be 
discussed by seven experts under Moderator 
Walter C. Alvarez. 

In planning this day of the Assembly, the 
Program Committee has attempted to comple- 
ment and supplement the material to be pre- 
sented to the audience during the first two days. 
The last day, which we shall tell you more 
about next month, will deal with therapy in im- 
portant subjects daily encountered by the gen- 
eral practitioner—all new, all subjects which 
have never been touched upon in previous As- 
semblies. 


Noted Authorities Who Will Speak 
On the Third Day of the Assembly | 


Ralph Bowen, M.D., of Houston, 
Texas, is Associate Professor of 
Medicine at Baylor University Col- 
lege of Medicine. He was one of 
the first pediatricians to devote full 
time to the study of allergy. A 
founder and co-editor of “The Let- 
ters of the International Correspond- 
ence Society of Allergy,” he is a 
past president of the Southwest 
Forum of Allergy. In addition to 
appearing on the panel discussion, 
“Functional Disorders in Medical 
Practice,” Doctor Bowen will pre- 
sent a scientific exhibit on allergic 
problems at the 1951 Scientific As- 
sembly. 


Richard A. Kern, M.D., is Professor 
of Medicine at Temple University 
in Philadelphia and Chief of Medi- 
cal Services at Temple University 
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Hospital. He was a member of the 
teaching staff of the University of 
Pennsylvania from 1914 to 1946, at 
which time he was Professor of 


Ralph Bowen, M.D. 


Clinical Medicine. Doctor Kern has 
served on the editorial staff of the 
American Journal of the Medical 
Sciences for twenty-five years and 
is the present editor. He is a past 
president of the Philadelphia Coun- 
ty Medical Society and is the vice- 
president of the College of Physi- 
cians of Philadelphia. He is Con- 
sultant in Medicine to the Surgeons 
General of the Army and of the 
Navy. 


©. Spurgeon English, M.D., has 
been Professor and Head of the De- 
partment of Psychiatry at Temple 
University Medical School and 
Hospital since 1933. He is also as- 
sociated with and teaches in the 
Departments of Psychology and 
Theology at the University. He 
serves as Director of the Philadel- 
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“Privine... gives the most prolonged constriction 
~. sometimes for six or more hours. A very few 
drops of privine are as effective as greater amounts 
of leas potent constrictors.” 

Evatt, C.W.: So. Med. & Surg. 106: 390, 1944. 
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Richard A. Kern, M.D. 


phia Psychoanalytic Institute, and 
‘is an active member of the Ameri- 
can Psychiatric Association, the 
American Psychoanalytic Associa- 
tion, and the Group for the Ad- 
vancement of Psychiatry. Doctor 
English is co-author of three books: 
Common Neuroses of Children and 
Adults, Emotional Problems of Liv- 
ing, and Psychosomatic Medicine. 


Charles F. McKhann, M.D., is Profes- 
sor of Pediatrics at Western Reserve 
University School of Medicine, and 
Director of Pediatrics at the Univer- 
sity Hospitals of Cleveland. Doctor 
McKhann was formerly a member 
of the staff of the University of 
Michigan, as Professor of Pediatrics 
and Communicable Diseases. He is 
president of the American Board of 
Pediatrics, as well as a member of 


the American Pediatric Society, the 


©. Spurgeon English, M.D. 
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American Academy of Pediatrics, 
the American Society for Clinical 
Investigation, and the Society for 
Pediatric Research. Doctor Mc- 
Khann is the author of over seventy 
papers in the medical literature. 


Stewart G. Wolf, Jr., M.D., is As- 
sociate Professor of Medicine at 
Cornell University Medical School, 
Clinical Associate Neuropsychia- 
trist at Bellevue Hospital, and As- 
sociate Attending Physician at New 


Stewart G. Wolf, Jr., M.D. 


York Hospital. He is in charge of 
Medicine A, the Psychosomatic 
Clinic of the Department of Medi- 
cine at Cornell-New York Hospital, 
engaging in research in pain, gastro- 
intestinal physiology and psychoso- 
matic mechanisms. Doctor Wolf 
has published numerous articles, is 
co-author of a monograph, Human 
Gastric Function, and of three 
books: Pain, The Nose, and The 


George T. Harding, M.D. 


Human Colon, the latter to be pub- 
lished this year. 


George T. Harding, M.D., is presi- 
dent of the College of Medical 
Evangelists, Los Angeles, and Pro- 
fessor and Head of the Department 
of Psychiatry of the School of Medi- 
cine of the College. More detailed 
biographic material about Doctor 
Harding appeared in the Decem- 
ber GP. 


Walter C. Alvarez, M.D., recently 
retired from the positions of senior 
consultant in the Division of Medi- 
cine of the Mayo Clinic and Pro- 
fessor of Medicine in the Mayo 
Foundation, University of Minne- 
sota. He now practices in Chicago 
and devotes a great portion of his 
time to editing GP. More detailed 
biographic material about Doctor 
Alvarez appeared in the January GP. 


Walter C. Alvarez, M.D. 


—— 
Charles F. McKhann, M.D. rah 
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Low Kidney Position— 
_ 32 inch minimum height 


at crest of breok. 


Low Reflex Abdom- 
inal position— from 
Kidney Position with 
one hand-wheel! 


unusually LOW Operating 
Field in ALL Table Positions 


The S-1506 Hermann Major Operating Table 

combines surgical research and engineering 

skill to provide the following unique features 

_— before available on a single Operating 
able: 


Extreme Kidney Position of 135° at minimum 32” 
height eliminates need of kidney elevator and foot- 
stool—provides complete body support to extremities. 


Closure of Incision for Suturing is facilitated by single- 
control adjustment from kidney to reflex abdomi- 
nal positions. 

Low 90° Chair Position at 26” minimum height—ideal 
for neuro and EENT surgery. 


— ideal for brain 


ond EENT work. 
@ Head End Control of most important adjustments by 


v3 > mi the anesthetist. No visual indicators to be obscured 
—— beneath the drapes. 


@ Eleven Inch Hydraulic Height Adjustment 
Investigate all the advantages of the Shampaine 


Hermann Table before equipping your next 
Operating room. 


Sold through 
Surgical and Hospital Supply Dealers 


SHAMPAINE Co. SAINT LOUIS + MISSOURI 
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THE ANNUAL BANQUET 


Tue Garpen Court of the famous Palace Hotel 
will be the setting for the Academy’s Annual 
Banquet for approximately 2,500 members and 
friends. This banquet will be a highlight of the 
San Francisco Assembly, and is slated for 
Wednesday evening, March 21, 1951. Tickets 
to the dinner are $7.50 each, and dress is op- 
tional, formal or informal as preferred. 

Dr. Ivan C. Heron, general chairman of the 
Local Arrangements Committee, will be toast- 
master for the evening. The well-known inter- 
viewer, lecturer, publicist, and world traveler, 
Robert R. Gros, will be guest speaker. His sub- 
ject will be “What of Tomorrow?” Of our 
speaker, the late Sumner Welles said, “Robert 
Gros has an amazingly comprehensive, detailed, 
and accurate knowledge of world affairs, and I 
have known no lecturer or commentator who has 
a wider personal acquaintance with the men and 
women who are determining the course of events 
or who seeks more consistently to get his facts 
at first hand through personal interviews.” 

Many members of the audience will also be 
familiar with Mr. Gros’s entertaining and in- 
formative lectures. He has addressed more than 
2,000 groups in California and the western 
states, and enjoys the friendship and confidence 


PROGRAM FOR THE LADIES’ 


“WELCOME To SAN Francisco” is the extended 
greeting from the American Academy of Gen- 
eral Practice wives of the San Francisco Bay area. 

Chairman, Mrs. Grant Ellis of Berkeley, and 
co-chairman, Mrs. Lawrence R. Custer of San 
Francisco, have worked with a program com- 
mittee to complete arrangements for Ladies’ En- 
tertainment in San Francisco designed to lure 
you to “Baghdad by the Bay,” the nation’s west- 
ern capital, the fabulous city by the Golden Gate! 

Sunday, March 18 through Wednesday, 
March 21, registration and ticket procurement 
between ten and five o'clock will be the Palace 
Hotel or the Civic Auditorium. Be sure to go to 
one of these points immediately to get informa- 
tion and tickets for the various events. 
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of many national and international personages. 
Since graduation from Stanford University, 
where he was elected to membership in Phi 
Beta Kappa, Mr. Gros has traveled extensively, 
gathering firsthand material for his lectures in 
the fields of public opinion and political science. 
John B. Hughes, radio commentator, calls him 
“a most realistic worker in behalf of Truth,” an 
indication that Mr. Gros’s subject will be inter- 
estingly and thoughtfully presented. 


ENTERTAINMENT 


Monday afternoon, March 19 at one thirty, 
the Civic Auditorium, Civic Center, will be the 
zone of activity for the Scientific Session. No 
conflicting activities are planned for the hours 
so wives may attend. The men have invited us 
to hear the session which includes a highly in- 
teresting panel discussion on family relations. 

Tuesday, March 20, at twelve noon, lunch- 
eon at the Fairmont Hotel will honor guest 
speaker Dr. Evelyn Millis Duvall, and the two 
other women participants in the previous after- 
noon’s scientific session, Dr. Dorothy W. Baruch, 
and Dr. Nadina R. Kavinoky. 

Following Doctor Duvall’s talk, an outstand- 
ing San Francisco shop will present a fashion 
show. Mr. John Mouber, acting as commentator 


4 
Robert R. Gros 


The topical use of Arthralgen brings 
quick comfort and lasting relief from 
muscle and joint pain through the 
combined synergistic effects of (a) 
rubefaction, (b) vasodilation, (c) 
analgesia. 


PENETRATION SPEEDS ACTION 


Selected low surface tension wet- 
ting agents in the ointment base 
encourage thorough, deep and 
rapid penetration of the contained 


medicaments. 


...at the very site 


of discomfort 


FORMULA: 


Arthralgen contains 0.25% methacholine 
chloride, 1% thymol, 10% menthol and 
15% methy] salicylate, in a highly absorb- 
able, washable, emollient base. 


WIDE CLINICAL APPLICATION 


Arthralgen has proved its value as adjunc- 
tive treatment in arthralgias, myalgias and 
neuralgias, including such typical disor- 
ders as sprains, lumbago, synovitis, bursi- 
tis, neuritis, myositis, sciatica, pleurodynia. 
Arthralgen is supplied in 1-oz. collapsible tubes 
and 4-lb. jars. 


BORATORIES 
ion Nulsifien Research Laboratories, Inc. 
CHICAGO 11, ILLINOIS. 
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Mrs. Grant Ellis 
Chairman 


for his own show, will present spring styles in 
dresses, coats, suits, evening gowns and wraps, 
furs, and accessories, all personally selected for 
the occasion. The beautiful models will include 
the famous young women who introduced Cali- 
fornia styles to Paris designers. 

Wednesday, March 21 at one o'clock, you 
are invited to take advantage of the Grey Line 
Bus Company Tour Number One DeLuxe. 
Reduced rates are accorded by the company 
when tickets are purchased at the time of regis- 
tration, in lieu of individual ticket purchases 
made at the Grey Line offices. 

The tour of San Francisco, provided for the 
pleasure of attending wives, is a comprehensive 
tour of the city beginning at either Civic Center 
or the Palace Hotel and proceeding to Mission 
Dolores, founded 1769; a view of the Bay Area 
from atop Twin Peaks above Market Street Tun- 
nel; homes and gardens of residential St. Francis 
Wood and Sea Cliff; Cliff House, overlooking 
Seal Rocks and the Pacific Ocean; Golden Gate 
Park points of interest—Steinhart Aquarium, 
Oriental Tea Gardens, the Academy of Sciences; 
Palace of the Legion of Honor; the Presidio, 
Lands’ End across from Mile Rock lighthouse; 
Golden Gate Bridge; and the Marina with its 
Yacht Harbor. Climaxing the tour, busses will 
stop at the De Young Museum where tea will 
be served. During March the museum has sched- 
uled some excellent European as well as Amer- 
ican exhibitions in addition to its beautiful 
permanent collections. 

Tickets to the tour and tea will be sold sepa- 
rately, so that those who have other arrange- 
ments to see the city will be able to attend the 
tea only, if they so desire. 

All gatherings are to be informal. It is the 
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Mrs. Lawrence R. Custer 


Co-chairman 


consensus that San Francisco weather in March 
calls for suits supplemented by a lightweight 
topcoat or furs. Evenings are always cool. 

Baby sitters, to accommodate guests with 
young children, are available through a listing 
with the Hospitality Committee, of which Mrs. 
Ivan C. Heron is Chairman. Hospitality Com- 
mittee members also have arranged that guests, 
so desiring, may be met on arrival. Requests 
giving notification of place and time of arrival 
should be mailed to Mrs. Ivan C. Heron, 1330 
Monterey Blvd., San Francisco 27. 

Wednesday evening the banquet, shared by 
the doctors and their wives, will provide the 
finale for your sojourn in San Francisco. The 
dress for this event is optional. 

A.A.G.P. wives of San Francisco Bay Area are 
looking forward with pleasure to your visit. May 
your stay in San Francisco be a delightful one. 

—Mars. Grant 


Shaw Added to Reynolds Show 


Tue R. J. Reynotps Tosacco Company, 
maker of Camel Cigarettes and our host for 
the evening of March 19, announces the ad- 
dition of Dick Powell to the outstanding 
group that will present an evening of enter- 
tainment for general practitioners who at- 
tend the 1951 Scientific Assembly in San 
Francisco. This program, which was an- 
nounced last month in GP, will include such 
well-known personalities as Mr. Powell, Bob 
Hawk, Red Foley, and Grand Ole Opry 
stars, Rod Brasfield, Minnie Pearl, and the 
Jordanaires. Watch for more news about this 
highlight of the nonscientific side of the 
Academy’s Annual Assembly. 
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PENETRATING! 


Can you provide BOTH— 


for that sore, irritated throat ?..... 


THE DOUBLE-CLEANSING 
THERAPEUTIC GARGLE 


Cépacol is widely prescribed and 
recommended for: 

¢ Sore throat associated with the 
common cold and influenza 

¢ Tonsillitis 

¢ Pharyngitis 

¢ Pre- and post-tonsillectomy 

¢ Irritation from postnasal drip 

Alkaline, non-toxic . . . ideal for 

daily use as gargle or spray. 


Alkaline Non-mercuria! 
for daity use 


ANTIBACTERIAL! 
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Street plan of San Francisco, showing location of Housing Bureau hotels. 
HOTEL RATES IN SAN FRANCISCO 
Single Double Twin Single Double Twin 
Hotel and Address Bedrooms Bedrooms Bedrooms Hotel and Address Bedrooms Bedrooms Bedrooms 
1 Alexander Hamilton, 620 O’Farrell__.$6.00-10.00 $7.00-12.00 $7.50-12.00* | 27 Manx, 225 Powell $3.50- 4.00 $4.50- 5.00 $6.50 ° 
2 Bellevue, Geary & Taylor. 5.00- 6.00 7.00- 8.00 7.00- 8.00* | 28 Mark Hopkins, 999 Calif. 8.00-11.00 11.00-14.00 11.00-16.00¢ 
3 Beverly Plaza, 342 Grant... 4.00- 5.00 6.00- 7.00 6.50- 7.00* | 30 New Dalit, 34 Turk. 3.00 3.50 4.00 
57 Biltmore, 735 Taylor. 4.00 5.00 6.00 31 Olympic, 230 Eddy. .. 3.50- 6.00 4.50- 7.00 6.00- 7.00° 
5 Cadillac, 380 Eddy. 3.00- 4.00 3.50- 4.50  4.50- 5.50 32 Oxford, Market & Mason. 2.50- 3.00 3.00- 4.00 5.00 
6 Californian, 405 Taylor... 4.50- 6.00 7.00- 8.00 8.00- 9.00* | 33 Palace—No rooms available. Reserved for members of the Congress of Delegates. 
7 Canterbury, 750 Sutter... 4.00- 5.00 5.00- 6.00 7.00- 8.00* | 63 Palomar, 364 O'Farrell... 3.50- 5.00 4.00- 6.00 4.50- 6.00 
8 Carlton, 1075 Sutter. awww 3.00- 4.00 5.00- 5.50 5.00- 6.00* | 34 Pickwick, 5th & Mission... 3.00- 5.00 4.50- 6.00 5.50- 7.00° 
9 Cartwright, 524 Sutter. unit 5.00 6.00 35 Plaza, Post & Stock 4.00- 5.00 5.50- 6.50  6.50- 9.00¢ 
58 Casa Nova, 354 O'Farrell... 2.50- 4.00 3.00- 5.00 3.50- 5.00 36 Powell, 17 Powell 3.00- 4.00 4.00- 6.00 4.50- 6.00 
10 Cecil, 545 Post. 3.50- 4.00 4.50- 5.00 6.00- 7.00* | 37 Richelieu, Van Ness & Geary... 4.00 5.00- 6.00 6.00 . 
11 Chancellor, 433 Powell 4.00 6.00 7.00 38 Roosevelt, 240 Jones... 2.50- 4.00 3.50- 5.00 4.50- 6.00 
12 Clift, Geary & Taylor. www ©.00-12.00  8.00-14.00 9.00-15.00* | 39 St. Andrews, 440 Posto. 3.00 3.50- 4.00 4.50- 5.00 
59 Commodore, Sutter & Jones... 4.00- 5.00 6.00- 7.50 7.00- 8.50 41 San Carlos, 811 Geary... 3.00- 3.50 3.50- 4.00 4.00- 5.00 
14 Court, 555 Bush 3.00- 4.50 3.50- 5.00 4.50- 6.00 . 3.00- 4.00 4.00- 5.00 5.00- 6.00 
15 Crest, Ellis & Mason... 3.00- 4.00 4.00- 5.00 5.00- 6.00 43 Senator, 519 Ellis... a 3.00- 3.25 3.50- 3.75 4.50- 4.75 
16 Devonshire, 335 Stockton... 2.50- 4.00 3.50- 5.00 5.00- 6.00* | 44 Shaw, McAllister & Market. - 3.50- 5.00 4.50- 5.00 6.00- 6.50 
16 Drake Wiltshire, 340 Stockton. 3.50- 5.00 5.50- 7.00 7.50- 9.00* | 46 Sir Francis Drake, Sutter & Powell... 6.50-11.00 8.50-13.00 10.50-15.00* 
17 El Cortez, 550 Geary. 3.50- 6.00 4.50- 7.00 7.00- 9.00 47 Spaulding, 240 3.00- 4.00 4.00- 5.00 5.00- 6.00 
18 Embassy, 610 Polk... 3.00- 3.50 3.00- 4.00 4.00- 5.00 48 Stewart, 353 Geary... 3.50- 5.00 5.00- 6.00 6.00- 8.00¢ 
19 Fairmont, 950 Mason... 8.00-13.00 11.00-16.00 11.00-16.00* 49 Stratford, 242 Powell... 3.00- 4.00 3.50- 6.00  4.00- 6.00 
20 Fielding, Geary & Mason. 4.00- 5.00 4.50- 6.00 5.50- 7.00 50 Sutter, 191 Sutter. -~- 3.00- 6.00 4.00- 7.00 6.00- 9.00% 
21 Franciscan, 350 Geary 2.50- 4.00 4.00- 5.00 5.50- 6.00* | 51 Terminal, 60 Market. 3.00 5.00 6.00 . 
22 Golden State, 114 Powell. 3.00- 3.50 4.00- 5.00 6.00 64 Travelers, 255 O'Farrell... ss 4.00- 5.00 5.00- 6.00 6.00 
23 Govermor, 180 Turk nccccnccceceneenene 3.00- 3.50 4.00- 5.00 6.00 x 52 Victoria, 598 Bush. 3.00- 3.50 4.50 4.75 
60 Harcourt, Sutter & Larkin... 3.00- 3.50 3.50- 4.00 4.50- 5.00 53 Whitcomb, 1231 Market... 6.00- 7.00 7.00-10.00 8.00-10 00° 
24 Herbert, 161 Powell 3.50 4.00- 5.00 5.00- 6.00* | 54 William Penn, 160 Eddy... «150- 1.75 2.00- 2.25 5.00 
28 Huntington, 1075 Calif. .-—- 5.00-12.50  8.00-15.00 8.00-15.00* 55 Y.M.C.A. Hotel, 351 Turk. 1.30- 2.00 2.30- 2.80 (All without 
25 King George, 334 Mason........ 3.00- 4.00 4.00- 5.00 6.00 bath) 
‘1 Lafayette, 240 Hyde 3.50- 4.00 4.00- 5.00 4.50- 5.50 | 56 York, 580 Geary. 2.50- 3.50  3.00- 5.00 4.00- 6.00¢ 
6 Lankershim, 55 Fifth... «2.50- 3.00 3.50- 4.00 5.00 
2 Lombard, Polk & Geary... 3.00- 4.00 4.50- 6.00 6.00- 7.00* *Parlor suites available. Rates on request. 
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1951 Scientific Assembly Program 


Hour | Monday—March 19 Tuesday—March 20 | Wednesday—March 21| Thursday—March 22 
9:00 Therapeutic Nuggets 
%30 Highlights of Prenatal Highlights of Francis L. Chamberlain, M.D.J 

and Postnatal Care Pediatric Practice 
Morrow, 
9:30 Russell R. de Alvarez, M.D. Charles F. McKhann, M.D. Thomas Schulte, M.D. 

10:00 Albert Snell, M.D. 

10:00 REGISTRATION 

— AND RECESS TO VISIT 

siti OPENING OF SCIENTIFIC SCIENTIFIC AND TECHNICAL EXHIBITS 

11:00 AND TECHNICAL EXHIBITS 

Robert W: 

11:30 artenberg, 4 

| Our Geriatric Patients 
rgery 
: ial Lat . Richard A. Kern, M.D. Mims Gage, M.D. 
11:30 Procedures 
1200 Jesse L. Carr, M.D. 
1:00 Call to Order a = 
1.30 Wel RECESS FOR LUNCH 12:00 - 1:30 
Marriage and Medical Practice ina | Personality Growth and 
1:30 Family Relations Changing World Development 
2:00 Paul Popenoe, Sc.D. R. B. Robins, M.D. ©. Spurgeon English, M.D. 
Sexual Aspects of Emotional F ind 
Marriage Bodily Behavior 
William C. Menninger, M.D. | Wolter C. Alvarez, MD. | 
2:30 | New Ways of Discipline The Injured Hand Therapy in 
Functional Disorders 
3:00 Dorothy W. Baruch, Ph.D. L. D. Howard, Jr., M.D. George T. Harding, M.D. 
3:00 
3:30 
RECESS T0 VISIT 
3:30 SCIENTIFIC AND TECHNICAL EXHIBITS 
4:00 
PANEL PANEL 
Factors Obesity and Thinness Disorders 
in d Gastineau, M.D. 
Family Life Medical Practice 
George T. Harding, M.D., Walter C. Alvarez, M.D., 
4:30 Moderator Moderator 
5:00 Dorothy W. Baruch, Ph.D. Ralph Bowen, M.D. 
Evelyn Millis Duvall, Ph.D. Common O. Spurgeon English, M.D. 
— Rheumatic Disorders T. Harding, M.D. 
iam C. Menninger, ’ ard A. Kern, M.D. 
5:30 Stanley R. Truman, M.D. Stewart Wolf, Jr., M.D. 
118 
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Ivan C. Heron, M.D., chairman of the Local Arrangements Com- 
mittee, has been a hustling member of the Academy since he 
was a member of the “back-room gang” who decided to establish 
an association of general practitioners. He has been president of 
both the California state and San Francisco chapters of the 
Academy, as well as of the San Francisco County Medical So- 
ciety. For the California Medical Association, he was Chairman 
of the Section on General Practice and is now a delegate to and 
member of the Council. 


Francis T. Hodges, M.D., vice-chairman of the Local Arrange- 
ments Committee, is serving as Secretary-Treasurer of the Acade- 
my’s California chapter for the fourth consecutive year. He is 
Chairman of the General Practice Section of the San Francisco 
County Medical Society, Medical Director of the Canon Kip 
Clinic, and Warden and member of the Marriage Commission 
of the Episcopal Diocese of San Francisco. His hospital-staff 
memberships include St. Luke’s, St. Mary's, Children’s, Mary's 


Help, and French hospitals. 


GET THE MOST FROM THE TECHNICAL EXHIBITS 


Memsers of the American Academy of General 
Practice pay no registration fee when they at- 
tend the annual Scientific Assemblies. Several 
doctors, realizing that it costs a great deal of 
money to put on one of these meetings, have 
logically asked: “Where does the money come 
from?” 

The answer is—primarily from the technical 
exhibitors, the commercial firms who come to 
the Assembly to show you the latest and best in 
pharmaceuticals, surgical tools, office equipment, 
textbooks, appliances, and dietetic products. 

There has been an unfortunate tendency in 
recent years for medical societies to urge their 
members to visit the exhibits merely because “the 
exhibitors pay the freight.” “Be sure to register 
at every booth” is a frequent admonition, which 
often leads to a negative state of mind that 
prevents either physician or exhibitor from reap- 
ing the fullest benefit from the contact. 

Your Academy doesn’t ask you to visit every 
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display merely to impress the detail men with 
your numbers. The exhibitor isn’t concerned 
with how big a collection of autographs he can 
carry back home. But he does have something 
new in drugs, equipment, or service which he 
believes will be helpful to you in your practice. 
He brings you the results of long laboratory 
procedures . . . extensive clinical studies. He is 
trained to discuss the ways in which his products 
can be used for your patients. Conversations 
with him can frequently be as valuable to you 
as your attendance at the clinical sessions. That 
is why the Academy sets aside 60 minutes, morn- 
ing and afternoon, for this important phase of 
the program. 

By all means visit all the exhibits, when you 
are in San Francisco. But do so, not as a sop to 
the men who are financing the meeting, but in 
the expectation of learning something worth- 
while. You won’t be disappointed. These ex- 
hibitors have been selected with care and you 
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will find their detail men alert, courteous, intelli- 
gent, and most willing to give you as much time 
as you desire. 

Here are the 145 firms that will be waiting to 
welcome you in the exhibit hall on March 19: 


TECHNICAL EXHIBITORS 


Abbott Laboratories 

_W. D. Allison Company 

A. S. Aloe Company 

American Can Company 

American Safety Razor Corporation 
f Ames Company, Inc. 

The Arlington Chemical Company 

ime ye: B. F. Ascher & Company, Inc. 
Association of American University Presses 
Ayerst, McKenna & Harrison, Ltd. 


Baker Laboratories, Inc. 
Barnes Hind Laboratories, Inc. 
Becton, Dickinson & Company 
NN i Bilhuber-Knoll Corporation 

The Birtcher Corporation 
The Blakiston Company 
The Borden Company 
Broemmel Pharmaceuticals 
The Burdick Corporation 
Burroughs Wellcome & Company (U. S. A.), Inc. 


Camel Cigarettes 
Cameron Heartometer Company 
as ie Cameron Surgical Specialty Company 

S. H. Camp & Company 

eae Carnation Company 
G. W. Carnrick Company 
Central Pharmacal Company 
Ciba Pharmaceutical Products, Inc. 
Church & Dwight Company, Inc. 
Clark & Clark 
Coca-Cola Company 

gee Columbus Pharmacal Company 

Coreco Research Corporation 
Cutter Laboratories 


F. A. Davis Company 

Davis & Geck, Inc. 

: DePuy Manufacturing Company, Inc. 

; Desitin Chemical Company 

Devereux Schools 

DeVilbiss Company 

Dietene Company 

Doho Chemical Corporation 

Duke Laboratories, Inc. 

E. I. DuPont de Nemours & Company, Inc. 


Eastman Kodak Company 
Eaton Laboratories 
Eisele & Company 


of NING 

(ae 
\ 

RN 

i 

| 

; — 

in” 


Electro-Physical Laboratories, Inc. 
Endo Products, Inc. 

Ernst Bischoff Company, Inc. 
Ethicon Suture Laboratories, Inc. 
Evaporated Milk Association 


Fancee Free Manufacturing Company 
Farnsworth Laboratories, Inc. 
C. B. Fleet Company, Inc. 


General Electric X-Ray Corporation 
General Foods Corporation 

Geigy Company, Inc. 

Gerber Products Company 

Otis E. Glidden & Company, Inc. 
Grune & Stratton, Inc. 
Gynecological Specialties, Inc. 


Hamilton Manufacturing Company 

Hanovia Chemical & Manufacturing Company 
H. J. Heinz Company 

Hoffmann-LaRoche, Inc. 

Holland-Rantos Company, Inc. 


Irwin, Neisler & Company 
Jones Metabolism Equipment Company, Inc. 
Charles B. Knox Gelatine Company, Inc. 


Lakeside Laboratories, Inc. 
Lanteen Medical Laboratories, Inc. 
Lea & Febiger 

Lederle Laboratories, Inc. 
Liebel-Flarsheim Company 

Eli Lilly and Company 

J. B. Lippincott Company 


M & R Dietetic Laboratories, Inc. 
Macmillan Company 

S. E. Massengill Company 

McNeil Laboratories, Inc. 

F. Mattern Manufacturing Company 
Mead Johnson & Company 

Medco Products Company 

Medical Aids, Inc. 

Medical Protective Company 

Merck & Company, Inc. 

Wm. S. Merrell Company 

Philip Morris & Company, Ltd., Inc. 
The C. V. Mosby Company 


National Dairy Council . 
National Drug Company 
Nestle Company, Inc. 


Ortho Pharmaceutical Corporation 


Parke, Davis & Company 
Pet Milk Company 

Picker X-Ray Corporation 
Pitman-Moore Company 


Ortho-Diaphragm 


odern ond convenient kit. | 


ceutical corporation 


Ortho-Gynol, 
Ortho-Creme, 
rtno Diaphragm 
pharma 
a  gynecic 
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Plastishield, Inc. 

W. F. Prior Company, Inc. 
Procter & Gamble Company 
Professional Equipment Company 


Ralston Purina Company 
Raytheon Manufacturing Company 
Richmond-Chase Company 

Riker Laboratories, Inc. 

Ritter Company, Inc. 

A. H. Robins Company, Inc. 

J. B. Roerig & Company 

Rystan Company 


Sanborn Company 
Sandoz Chemical Works, Inc. 
W. B. Saunders Company 


Schenley Laboratories, Inc. 
Schering Corporation 
Schieffelin & Company 
Julius Schmid, Inc. 


The Scholl Manufacturing Co., Inc. 


G. D. Searle & Company 

Sharp & Dohme, Inc. 
Smith-Dorsey Company 

Smith, Kline & French Laboratories 
Spencer, Inc. 

E. R. Squibb & Sons 

J. W. Stacey, Inc. 

Strong Cobb & Company, Inc. 


Universal Products Corporation 
Upjohn Company 
U. S. Vitamin Corporation 


Vanpelt & Brown, Inc. 
Varick Pharmacal Company, Inc. 
Vaisey-Bristol Shoe Company, Inc. 


Walker Vitamin Products, Inc. 


_ Wm. R. Warner & Company, Inc. 


Warren-Teed Products Company 
Welch Allyn, Inc. 

Westinghouse Electric Corporation 
Westwood Pharmacal Corporation 
White Laboratories, Inc. 
Winthrop-Stearns, Inc. 

Max Wocher & Son Company 
Wyeth, Inc. 


The Year Book Publishers, Inc. 


COPYRIGHTED TRADEMARK OF GP 


For their information and guidance, the following special bulletin was sent to the presidents and 
secretaries of all constituent state chapters of the Academy last month. We believe this will be 


of interest to all Academy members. 


Latety we have noticed that several state chapters 
have been using the distinctive monogram “GP” which 
appears on the cover of our official journal in connec- 
tion with promotional literature, special printing, or 
state publications. 

At the risk of being misunderstood and thereby 
offending some of our state officers, it is necessary to 
point out that this distinctive symbol is a registered 
trademark of GP, protected under the Lanham Trade- 
mark Act. GP, as it appears in this distinctive mono- 
gram, is more than an abbreviation. It is also more 
than a title of a magazine. It is a registered trademark 
and under the federal laws can be used only in con- 
nection with our official journal, for which it is the 
registered trademark. 

To protect our exclusive right to use this trademark, 
it is necessary that we forbid its use by anyone else. 

Now, I am certain that some will contend that state 
chapters are a part of the national Academy and 
should therefore be given the right to use the symbol. 
I must point out, however, that it was registered by 
our journal for its exclusive use. The copyright laws are 
so complex, one must use extreme diligence in pro- 
tecting the exclusive right granted by these laws. The 
point is that if GP permits its trademark to be used 
by other groups or other publications, it will have given 
evidence by its own lack of diligence that it does not 
regard it as its exclusive property. 

No great harm would be done if we sacrificed our 
rights under the law to the constituent chapters of the 
Academy, but the point is that if we sacrifice it to 
them we shall have sacrificed it to the world. If we 
relinquish voluntarily our exclusive right to the use 
of this trademark by granting a state chapter the right 


to use it for other purposes, it would be impossible for 
us to restrain the unauthorized use of GP at some 
later time by anyone else. It is conceivable, for in- 
stance, that some manufacturer would want to put 
out a food or drug preparation and use our registered 
trademark to gain public acceptance for it, thereby im- 
plying that our journal endorsed it. Unless we scrupu- 
lously protect our right, we would be precluded from 
restraining such unauthorized use by recourse to the 
Courts. 

It has perhaps been observed that we carefully avoid 
using the GP monogram on any literature except that 
pertaining to the magazine itself. This is because we 
would ourselves sacrifice our exclusive rights to it for 
the magazine if we made the error of treating it as 
an abbreviation. 

I hope all members, particularly state officers, will 
appreciate the importance of this principle of law and 
will recognize the absolute necessity of protecting our 
property rights to the GP symbol, even though this 
prohibits use of our trademark by constituent chapters 
of the Academy. 

May I suggest that those state officers who have 
been using the GP trademark for state chapter printing 
or publications use instead the official seal of the Acad- 
emy? The seal was designed and intended for this 
purpose and any state chapter is free to use it in con- 
nection with its official activities. The trademark GP, 
on the other hand, was designed for and registered 
as the trademark of our official journal and its use in 
any other connection must be prohibited. 

—Mac F. Canat, 
Executive Secretary and 


General Counsel 
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Dean Sherwood Luce, M.D., recently named 
the “General Practitioner of the Year.” 


A.M.A. HONORS THE 
GENERAL PRACTITIONER 


OF THE YEAR 


Dean SHeRwoop Luce, M.D., the A.M.A.’s 
“General Practitioner of the Year,” is a member 
of the Massachusetts chapter of the American 
Academy of General Practice. The distinction of 
being chosen the outstanding family doctor of 
the year was bestowed upon Doctor Luce in 
recognition of “exceptional service by a general 
practitioner”; he is the fourth recipient of this 
honor. 

Doctor Luce has practiced in Canton, Mas- 
sachusetts since 1905, following graduation from 
Harvard Medical School and an internship at 
Long Island Hospital. He has been active in 
both community and medical organizations. In 
Canton, the 74-year-old family doctor has been 
a trustee of the Canton Public Library, a mem- 
ber of the Board of Health, and the school 
physician for over 20 years. For the Massa- 
chusetts Medical Society, he is a councilor and 
a member of the Committee on Public Rela- 
tions. He was formerly a president of the Nor- 
folk district Medical Society and editor-in-chief 
of its official publication. Doctor Luce is a mem- 
ber of the senior staff of the Norwood Hospital, 
Norwood, Massachusetts. 

The other nominees for this award were Dr. Jim 
Camp of Pecos, Texas, and Dr. John W. Strange 
of Loogootee, Indiana. Past recipients were Dr. 
Archer C. Sudan of Kremmling, Colorado, Dr. 
William L. Pressly of Due West, South Carolina, 
and Dr. Andy Hall of Mount Vernon, Illinois. 
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VOLUME INDEX 


Copies of the Subject and Author 
Index of Volume | of GP are now 
available free of charge to subscribers 
who wish to have them. Readers who 
wish to preserve their copies of GP 
by binding them into volumes will 
want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 
406 West 34th Street, Kansas City 2, 


Missouri. 


Membership Plaques 


®@This handsome plaque, denoting membership 
in the Academy, is still available at the Head- 
quarters Office. It is nine by eleven inches and 
made of simulated bronze. The price of $3 in- 
cludes postage and embossing your name on the 
plaque. All orders must be accompanied by pay- 
ment. Please print your name as you wish it to 
appear. 


—— 
x 
MEMBER 
| 
| 
DEVOTED TO THE BETTERMEN' 
fy OF THE PUBLIG HEALTH AND THE mei 
ADVANCEMENT OF THE GENERAL 
PRACTICE OF MEDIGINE AND SUNGEARX 
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MID-CENTURY CONFERENCE ON CHILDREN AND YOUTH 


Tue future citizens of America will face prob- 
lems similar to our own. The effort is now in 
the making to see that they are equipped to 
handle those problems. Such an effort was the 
Mid-Century White House Conference on 
Children and Youth held December 3-7. The 
purpose of the Conference was to consider how 
best to develop in children, our future citizens, 
the mental, emotional, and spiritual qualities 
essential to responsible citizenship and individual 
happiness, and to determine, if possible, what 
physical, economic, and social conditions are 
necessary to such development. 

This meeting was the fifth in a series of 
White House Conferences. The first was called 
in 1909 by President Theodore Roosevelt at the 
instance of a group of citizens. Each decade 
since then has seen subsequent activities of the 
same nature, each conference advancing in a 
measurable degree the welfare and an under- 
standing of the needs of future Americans. 

The most recent Conference, cognizant of the 
necessity for child labor laws and of the necessi- 
ty for infant welfare activities, based its concern 
on the knowledge that it is not enough to keep 
the child alive and well. Concern must likewise 
be about a healthy personality for the child and 
about how the future citizen may be trained to 
best fulfill his function to society at large, to his 
nation, and to himself as an individual. The 
Conference was agreed on the primacy of the 
spiritual values of life, on the democratic proc- 
esses of life, and the dignity and worth of each 
person as an individual. 

That these things might be achieved, or at 
least a way opened for their achievement, a be- 
ginning was sought. Thus thousands of our peo- 
ple have participated directly in this Conference. 
Thousands of others, through some 464 organi- 
zations, are participating indirectly, all united 
in one aim. 

What can we do—what must we do—to secure 
for every child a fair chance for a healthy per- 
sonality? Personality in this connection does not 
mean charm nor a happy temperament. It means 
the thinking, feeling, acting human being, who 


thinks of himself as an individual separate from 


other individuals and objects. It is the sum 


total of a person--all that he has been, all that 
he is, and all that he hopes to be. Such a human 
being does not have a personality—he is a per- 
sonality. 

This is no time in the world’s history to con- 
sent to any continued wastage of human re- 
sources. We must make every effort to make it 


‘possible for the future citizens of America to 


develop to the last degree their own capacities 
for worthwhile living. We must strive to help 
them learn to use their abilities to the end that 
life will have positive meaning and high purpose. 

Who can help? All of us, once the problem 
is understood. We can promote the healthy en- 
vironment of family life. We can attempt to un- 
derstand ourselves and our relationship to the 
community, to the school, or to the job. We can 
face up to our responsibilities by developing the 


‘potentialities of our future citizens with proper 


guidance in schools, family life, and community 
activities; all efforts leading to a healthy emo- 
tional life in which each individual is well ad- 
justed to community living. 

This is an activity for which the physician, 
and especially the family doctor, is well adapted. 
The general practitioner was represented at the 
Conference by two appointed delegates from the 
American Academy of General Practice, and it 
is well to note that the general practitioner was 
represented only because of the Academy. 

While none of the controversial matters affect- 
ing medicine reached the final endorsement 
stage, several of the work-groups showed them- 
selves to be health conscious—socially health 
conscious. One group recommended Federal 
permanent and temporary disability insurance. 
Another would have each state establish stand- 
ards for hospital care of mothers and children. 

One study section frankly criticized present 
health services for children, saying, “Present 
health services have many inadequacies, par- 
ticularly in relation to furthering healthy per- 
sonality development in children and youth. 
Many now rendering such services do not fully 
understand nor give attention to the dignity 
and emotions of the individual, which are neces- 
sary to healthy personality development.” Thus, 
it is amply demonstrated that the family doctor 
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‘must remain in the picture, else he will be 
framed without the picture. 

The last day of the Conference saw the de- 
velopment of a move to keep the spirit of the 
Conference alive through state organizations. 
Thus each state chapter of the Academy must 
create its own opportunity to «tay in the picture. 
Already the pediatrician and the psychiatrist 
have their representatives in the movement. If 
you have not heard of this activity in your state, 
or you do not know whom to contact, write to 
either one of your representatives who partici- 
pated in this Conference. Because family prac- 


Many MEMBERS of the American Academy of 


General Practice are confused about the details — 


of the one hundred and fifty hours of postgradu- 
ate education required every three years to main- 
tain membership in the Academy. They should 
be; the details have still not been clarified. Al- 
though two capable commissions of the Academy 
are studying and working on the problems and 
principles involved, we do not expect that a sud- 
den clearing away of all uncertainty or complete 
clarity and final interpretation will soon take 
place. As the one who conceived, during a bout 
of insomnia some five or six years ago, the idea 
of continued education as a requirement for con- 
tinued membership, I feel impelled to open dis- 
cussion on the subject. 

Continued education as a requisite for con- 
tinued membership is based on the educational 
philosophy that “medicine is a lifelong educa- 
tional experience” as opposed to the implied 
philosophy of the specialty boards that by a 
prolonged period of education a completely edu- 
cated doctor can be produced. Our basic prin- 
ciple has been hailed as a constructive, forward- 
looking program that may have far-reaching ef- 
fects, and we are being watched intently by 
many leaders and teachers, both lay and profes- 
sional. The spotlight is on us. 

The original concept for postgraduate train- 


ing was that it would take a minimum of about. 


one week of postgraduate education every year 
to insure the doctor that he was maintaining his 
professional standards and was “keeping up” 
with medical progress. In attempting a practical 
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tice is the field of the general practitioner, it is 
he who is usually consulted first concerning 
family problems. 

An instance which illustrates how the think- 
ing of the family doctor parallels that of this 
Conference is found in our approaching 1951 
Scientific Assembly which will emphasize 
throughout its program the need for proper 
family emotional adjustment. Such an achieve- 
ment is the foundation stone for the purposeful 
life of our future American citizen. 

—H. Kennet Scatuirr, M.D. 
—Stantey R. Truman, M.D. 


“*MEDICINE 1S A LIFELONG EDUCATIONAL EXPERIENCE’’ 


application of this concept, it was decided that 
one week of postgraduate education was accom- 
plished in about 30 to 35 hours. (Thirty-two 
hours is the usual time required in a two-unit 
medical school course.) To make round numbers 
and facilitate ease of fulfilling the requirement, 
a three-year period and 100 hours were selected 
as minimum required for the member to “keep 
up. 

The committee formulating the Academy’s 
constitution and by-laws felt that a little higher 
standard and goal should be applied. So it se- 
lected 150 hours each three years instead of the 
100 hours which had been suggested. Some 
wanted to put the figure at 400 hours, others 
wanted to leave it at the previous figure of 100 
hours, some wanted to omit the requirement 
entirely. Our problem is to make the require- 
ment high enough to assure us that our mem- 
bers shall continue to be abreast of medical 
progress, that they shall be general practitioners 
of the highest quality, and that those who ful- 
fill it shall be proud and satished with their 
achievement as well as winning the approval 
and admiration of their professional colleagues 
and the public. 

On the other hand, the requirement must not 
be so difficult to fulfill that only a very limited 
few will be able and willing to do so, for too 
high a goal would destroy the organization and 
defeat our entire purpose. We must, therefore, 
select a requirement that the majority of those 
desiring to be members of the Academy can 
fulfill; this is the basic problem for the Commis- 
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allbee’.. win C 


of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation® and return to health‘ are 
to be expedited. * Allbee with C ‘Robins’ provides this all-important 
saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 


disease, or toward pre- and post-operative nutritional support. 


1 
A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
FORMULA: Each Allbee with C capsule contains 
Thiamine hydrochloride (B:) 
Riboflavin (Bz) 10 mg. 
Nicotinamide 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (C) 250 mg. 
REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J 
Med. Clin. North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 
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sion on Membership and Credentials. Members 
having ideas to contribute should express their 
opinions in the columns of GP or write directly 
to the members of the Commission. 

Next in the process of organization we were 
faced with the problem of how these hours 
should be distributed. Soon after the formation 
of the Academy, when I was acting as secretary, 
many members wrote in wondering what would 
be acceptable as “postgraduate training” as there 
was no official opinion and as yet no Commission 
on Membership and Credentials. The Board of 
Directors approved the following principles: 
There are three significant divisions into which 
postgraduate medical activities can be divided, 
and it would seem wise to divide the time spent 
in fulfilling the requirement equally in those 
three areas. These three areas are (1) local— 
such as hospital staff meetings and ward rounds, 
and county medical society meetings; (2) state 
and national—such as state conventions, national 
conventions, medical school homecoming weeks 
(meetings in which material is presented as in- 
dividual isolated units, papers, without much 
unification); and (3) the postgraduate course— 
designated by the characteristic of covering the 
material of a particular area of knowledge such 
as electrocardiography, heart disease, diseases of 
the thyroid, etc. This type of “course” may be 
given in many ways, as a week course, as a 
broken unit such as one day or night a week or 
month, and is usually but not necessarily given 
by a medical school. 

This basic policy has remained in effect al- 
though it has been expanded through recom- 
mendations of both the Commission on Mem- 
bership and Credentials and the Commission on 
Education. The Commission on Membership is 
concerned with the number of hours, the pro- 
cedure for reporting, and the evaluation of the 
member’s credits. The Commission on Educa- 
tion is responsible for the standards of all edu- 
cational programs of the Academy. 

Early in the experiences of the Academy, the 
question was raised of what the doctor would 
do who was isolated from such opportunities as 
hospital staff meetings, county society meetings, 
etc. The answer to that was that if these oppor- 
tunities are not available, and there are not 
enough doctors in the community to get to- 
gether and develop a program of their own, then 
the doctor so situated could always engage in 
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the other activities, state and national meetings, 
and courses. It has always been the feeling of 
the officers of the Academy that an equivalent 
amount of time spent in these areas would sat- 
isfy the requirement for local activities, if these 
were unavailable, but that the reversal of the 
order would not be satisfactory. 

Some doctors object to the requirement for 
continued education, saying that they will fulfill 
the 150 hours education but don’t like the “re- 
quired” part. They are being very unrealistic. 
They might as logically say they will join an 
organization and will pay the dues but don’t 
like the idea of being “required” to pay dues. 
Then there has been a very small number of 
members who have objected to keeping a record 
of their hours spent. Admittedly it is a nuisance, 
but so is keeping books and income tax records; 
we all regret the nuisance entailed but we also 
see clearly the necessity. 

At times one of the most difficult problems 
has been that of deciding whether a particular 
postgraduate program will fulfill the require- 
ment of a postgraduate course, whether it falls 
as a convention type of meeting, or whether it 
is a local meeting. This could create an enor- 
mous problem and could become almost insur- 
mountable if it became necessary for the na- 
tional organization to pass on every program. A 
practical solution, one that can be readily inter- 
preted and applied, is being sought by the Com- 
mission on Education. Members with sugges- 
tions, questions, or ideas should send their com- 
munications on this subject to GP or should 
write directly to the Commission on Education. 

The time of reckoning will come and we shall 
at the end of 1951 find that a small number of 
the members have not fulfilled their require- 
ments. What shall we do then? Just exactly 
what we have indicated we would. We will say 
to these men, “We have been glad to have had 
you along with us; we thought you were one of 
us; we have enjoyed your being with us this 
far, but now our ways must part. Goodbye.” 
And there we let them go. I am sure that the 
Commission on Membership and Credentials 
will make every reasonable attempt to encourage 
these men to do the work, to remain members, 
and to indicate to themselves, to us, and to the 
public that they are doctors of high ideals and 
ambition. 

If the members continue to do the work they 


127 


; 
. 


128 


Ca:P ratio the key 


A uniformly high calcium-phosphorus ratio ... adjusted in BREMIL 

to a guaranteed minimum of 114 parts calcium to 1 part phosphorus... 
this is the nutritional key to the prevention of hypertonicity, 
hyperirritability, and other tetanic symptoms in infants. 


Gardner, Butler, et al., state: “Relative to human milk, cow's milk 
has a low Ca:P ratio. . .”! Nesbit writes: ““Tetany of the newborn is now 
recognized as a definite entity ... and often accompanied by an 
increased phosphorus and lowered blood calcium.”? Dodd comments 
that “hypocalcemia tetany in the newborn may be of serious 
consequence.” 


BrEMIL . . . newest product of Borden research . . . is a completely 
modified milk in which nutritionally essential elements of cow’s milk 
have been adjusted in order to supply the nutritional requirements of 
infants deprived of human milk. BreMit is therefore a human milk 
replacement to which physicians can turn with confidence for 
uninterrupted good results. 


human Bremil 


milk remitted) But an adjusted Ca:P ratio is not the only attribute 


that makes Bremil new and unique 


Bremi_ has the fatty acid and amino acid patterns of human milk... 
the same carbohydrate (lactose) . . . vitamin adjustments to meet the 
recommended standards of infant nutrition‘. . ..a soft, flocculent curd of 
small particle size comparable to human milk . . . complete solubility. 


Just as with human milk you can start the infant on Bremit the day it is 
born. Standard dilution is 1 level tablespoonful and 2 fl. oz. water, 
although Bremit can be either concentrated or diluted. Each level 
tablespoonful BreMIL powder supplies 44 calories. BREMIL is easy 

to prepare and can be mixed for a single feeding or a 24-hour period. 


BreMIz is available in drugstores in 1 Ib. cans. 


1. Gardner, L. I., Butler, A. M., et al.: Pediatrics 5:228, 1950. 

2. Nesbit, H. T:: Texas State J. M. 38:551, 1943. 

3- Dodd, K., and Rapoport, S.: Am. J. Dis. Children 78:537, 1949. 

4. Recommended Daily Dietary Allowances, Revised 1948, Food and Nutrition 
Board, National Research Council. 


| 
exible, palatable, easy to prepare re mi powdered infant food 


Prescription Products Division 


The Borden Company, 350 Madison Avenue, New York 17 
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Complete information and a trial supply may be obtained upon request. 


15 mg. per qt. 

480mg. mg. 
mg. mg. 

: 

per qt. 


have been doing, in the amount they have been 
doing, with the enthusiasm they have been 
showing, we have very little to worry about. The 
complicated details will be worked out as we 
gain experience and as the problems created are 


MEDICAL EDUCATION 


A procepurE for the deferment of preprofes- 
sional college students in the field of medicine, 
dentistry, veterinary medicine, and osteopathy is 
provided for under Selective Service. A broader 
plan for deferment of college students in all 
fields of study has been recommended to Selec- 
tive Service System by its Educational Advisory 
Committees. 

The adoption of this broad plan for deferment 
of students is recommended in report, published 
in the November Journal of the Association of 
American Medical Colleges, by the Joint Com- 
mittee on Medical Education representing the 
Association of American Medical Colleges and 
the American Medical Association. Briefly, this 
suggested plan provides for the deferment ‘of 
students on the basis of (a) the standing of the 
student in freshman and subsequent years of 
college, and (b) a scholastic aptitude test. This 
test would be administered by a nationally recog- 
nized testing service, such as the Educational 
Testing Service of Princeton, New Jersey. 

The Joint Committee believes that the selec- 
tion of all professional students should be in the 
hands of the individual professional schools. The 
report also stresses that it is not desirable to 
place medical students in uniform as was done 
under AST and V-12 programs in World War II, 
nor should they be subsidized as a group by the 
government. Instead, a system of scholarship 
based upon economic need should be established 
by the government. 

The Joint Committee recommends that a plan 
be devised by the appropriate governmental 
agencies to define clearly the obligation of stu- 
dents who have been deferred for professional 
study to serve the government upon completion 
of their training. Deferment should not indicate 
exemption from military service, but only post- 
ponement of service. 

The continuous 36-month accelerated program 


presented. I hope that this brief history and ex- 
planation will help our membership to under- 
stand the study requirements and to co-operate 
in fulfilling them. 

—Strantey R. Truman, M.D. 


IN TIME OF NATIONAL EMERGENCY 


used in medical schools in World War II is not 
recommended. The Joint Committee suggests, 
instead, that the curriculum extend over four 
12-month years. One-third of the medical schools 
already have extended the academic year from 
9 months to 10, 11, or 12 months. The longer 
period of study is believed necessary to provide 
for the inclusion of new material essential for 
national welfare and security in time of emer- 
gency. Graduating physicians would be more 
mature, better trained in their profession, and 
would also have basic training in matters of 
public health, civilian defense, and military 
medicine under the four-year term. All medical 
graduates should have at least a 12-month in- 
ternship, and a minimum number must be per- 
mitted additional training in residencies to assure 
a continuing flow of competent teachers, clinical 
investigators, and specialists. 

To carry out the training of medical students, 
a minimum number of teachers must be de- 
ferred from active military service. It is the re- 
sponsibility of the local and state advisory com- 
mittees to the Selective Service System to dis- 
cover the needs of medical schools, and to ad- 
vise the Selective Service Boards to make ade- 
quate allowance for essential instructors. The 
Joint Committee suggests a plan of rotation for 
some faculty members between military service 
and teaching. Such an arrangement would offer 
many advantages to both the armed services and 
the medical schools. 

The recommendations of the Joint Committee 
are based upon a study of the problems since 
World War II, and their adoption should be 
helpful in avoiding mistakes made during that 
period. The objective of the Committee’s pro- 
posals is to assure the nation a sufficient number 
of properly trained physicians to maintain the 
health and to handle any national disaster or 
emergency. 
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FOR A UNIFIED MEDICAL CORPS 


In THE October, 1950, issue of Surgery, Gyne- 
cology, and Obstetrics, Dr. Loyal Davis, editor 
of that estimable journal, presents some impres- 
sive arguments in favor of a unified medical 
corps for the armed services. He points out the 
“frustrations, stupidities and inefficiency of di- 
rection,” resulting from a tri-lateral line of com- 
mand—familiar to every physician-veteran of 
World War II. He wonders why a fractured 
femur must be treated in different hospitals by 
different sets of surgeons, depending on whether 
it has been suffered by a soldier, sailor, or flyer. 
(Similar questions, we might add, could be 
raised regarding flu, peptic ulcer, appendicitis, 
or pruritus ani. ) 


Doctor Davis deplores the doctor-draft, first 


because it inaccurately implies a lack of loyalty 
among members of the profession, and second 
because it indicates a continued willingness of 
the armed forces to greedily gobble up and waste- 
fully squander the nation’s medical talent. He 
would remind the Department of Defense that 
civilian casualties must also be provided for in 
another war, and suggests that a careful ration- 
ing of medical facilities for all the population 
might well begin with the elimination of medi- 
cal corps duplications in the armed services. 
“It would be far better,” he concludes, “for 
efforts to be expended toward such a goal than 
to initiate draft legislation which is another step 
toward the complete registration of the Ameri- 


can people.” 


LESS CONTROL REQUIRED... 
In Chronic Urinary Infections 


Reg. U.S. Pat. .Of. 


Improved Methenamine Urinary Antiseptic 


Nontoxic—up to 120 grains methenamine daily may be given without 


gastric upset 


oY! No need for additional acidification 


‘Prompt 


antibacterial action Palatable 


Especially valuable for geriatric patients with urinary retention due 
to cystocele or prostatic enlargement, and for ambulatory patients 
with borderline or low-grade chronic infections. 


pose: 10 cc. in cup of warm water q.i.d., ¥2 hour before meals 


and on retiring. 


COBBE PHARMACEUTICAL DIVISION 


Borcherat MALT EXTRACT COMPANY 


217 N. WOLCOTT AVENUE, CHICAGO 12, ILLINOIS 
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Could Be! 


Dr. Henperson, head of the hospital med- 
ical staff, reported to police that Mr. Cook 
is suffering from head injuries and shock 
caused by coming in contact with a live wife. 
—Inkster (Ky.) News. 


What Was It, Doctor? 


BirntH Notice. Mr. and Mrs. Frank Briggs 
are the proud parents of a mishap at the 
Wanger Mine No. 6, last Thursday. Their 
family physician made the delivery.—Wayne 
(Pa.) Register. 


Attention, “My Friend Irma” 


BacHeEtor-Physician desires cook; middle- 
aged, white; just plain fool, nothing fancy. 
Phone Main 382, between 9:00 and 11:00 
A.M.—Caldwell (Tenn.) Clarion. 


We Catch On 


Tue doctor felt the patient's purse, and ad- 
mitted that there was nothing he could do. 
—Wellington (Ind.) Courier. 


Confusing to His Clientele 


Mear’s Photographic Studio will be on the 
first floor while Dr. Harry Froeman’s offices 
will be in the basement on the second floor. 
—Selkirk (Mich.) Palladium. 


MEDICAL STUDENT NIGHT 


IN AN attempt to become better acquainted with 
the graduating class of the University of Wash- 
ington Medical School, and to familiarize them 
with General Practice, the members of the King 
County (Washington) chapter of the Academy 
established a Medical Student Night. 

The physicians in this group invited each 
member of the Academy's Washington State 
chapter to attend a banquet at the Washington 
Athletic Club at which the medical seniors were 
the guests. 

Two general practitioners were assigned to each 
student to serve as personal hosts during the 
evening. Preceding the banquet, a mixer and 
social hour were held. Transportation had been 
provided for those students who desired it. 

At the banquet, each student was seated be- 
tween two general practitioners which gave all 
concerned an excellent opportunity to become 
better acquainted. 

An after-dinner speaker climaxed the program. 

This first Medical Student Night, held in 
1949, was so enthusiastically received by the 
students and the School of Medicine, as well as 
by the general practitioners themselves, that it 
was decided to expand the program for the com- 
ing year. 

In 1950, after the Spring quarter finals, the 
King County chapter invited the students to 
participate in a full day of medical seminars. 
These were presented in the auditorium of the 
University’s School of Medicine. 

Following the seminars, a social hour and 
banquet were held. Guest speakers were the 
president of the University and the governor of 
the state of Washington. 

Plans are already under way for entertaining 
the graduating class on April 6 of this year. 

The Medical Student Night has been such 
an encouraging experience that the Washington 
State chapter has taken over the official sponsor- 
ship of this program. The King County chapter 
resumes complete charge of local arrangements. 

These physicians feel that the doctor-student 
event will perpetuate itself as a traditional rela- 
tionship between the University of Washington 
senior medical students and the general prac- 
titioners of the state. 
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Urecholine® is effective in the prevention 
and control of urinary retention following 
abdominal surgical procedures, and in the 
treatment of chronic or functional urinary 
retention when due to muscular atony 
without obstruction. 


In addition, “Urecholine . . . has proved 
most effective and has aided treatment of 
megacolon, diabetic neuropathy with 
abnormal intestinal function, postvagotomy 
disturbances, abdominal distention or 


K, Relief of ileus, urinary retention following pelvic 


Urinary 


Retention 


surgery or chordotomy, and various 
other conditions.””* 


Literature concerning Urecholine 
Chloride is available on request. 


Supplied as 5 mg. tablets in bottles of 100 for 
oral use, and in cartons of six 1 cc. ampuls, 5 mg. 


wit hout per cc. for subcutaneous injection. | 
Catheterization 


inal 
Disorders, New York State Journal of Medicine ~ 
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